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One of the major aims in the present-day treatment of 
diabetes is the prevention of complications. There are 
two opposed schools of thought. The first holds that 
major complications bear no relationship to the severity 
of the disease or to treatment. Maintenance of optimal 
weight, absence of symptoms, and absence of urinary 
ketones are thought to indicate adequacy of therapy,* 
and abandonment of the principles of careful calcula- 
tion of dietary intake is recommended.* The second con- 
cept points to the benefits of as rigid control as possible 
in lowering the proportion of complications appearing.’ 
Such a contention is supported by the opinions of Fred- 
erick Allen and most of those whom he questioned.° It 
is also supported by the evidence of Keiding, Root, and 
Marble ®° and Wilson, Root, and Marble.’ We acknowl- 
edge freely that factors may be discovered that are more 
intimately connected with the vascular degeneration of 
diabetes than those dependent on hyperglycemia itself. 
We maintain, however, that until better methods are 
available we should use those at hand to the greatest ad- 
vantage. If this is true, then it is important to find dia- 
betes early so that damage may not be done that might 
have been prevented if treatment were not “too late and 
too little.” 

The study presented here does not show the value of 
early treatment as opposed to late treatment or of strict 
regimens as opposed to free ones; it relates only to the 
value of blood sugar tests in diabetes detection as judged 
by the number of patients who subsequently become 
diabetic. The report is based on the examination of fol- 
low-up records of 200 patients who were suspected of 


SIGNIFICANCE OF HYPERGLYCEMIA WITHOUT GLYCOSURIA 
A TEN TO TWENTY-EIGHT YEAR STUDY 
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having diabetes mellitus by virtue of an abnormally ele- 
vated blood sugar level only and who would not other- 
wise have been suspected, since glycosuria was absent. An 
attempt is made to evaluate this part of diabetes detection 
by comparing the courses of 200 such persons to those of 
200 other patients who had normal blood sugar levels at 
the time of their original examinations. Patients in both 
groups were about the same ages. 


SELECTION OF PATIENTS 

The subjects for this study were selected as follows: 
All of the active case records (those of patients who had 
been seen at the Cleveland Clinic more than once) were 
chronologically reviewed according to the date of initial 
examination. Records were used of those patients who 
had had (1) at least two blood sugar tests and urinalyses, 
with 10 years or more elapsing between the first and last 
urine and blood sugar tests, or (2) evidence of overt dia- 
betes at any time subsequent to the initial blood sugar 
determination and urinalysis. In this way, 200 patients 
for the hyperglycemic group and 200 patients for the con- 
trol group were accumulated. Desirable records contained 
complete information, including sex, age, family history 
of diabetes, weight and height, initial diagnosis, and ade- 
quate laboratory data. The patients were nearly all 
ambulatory patients seeking outpatient medical care. 
Most of those in whom overt diabetes subsequently de- 
veloped returned because of symptoms directly or in- 
directly referable to the presence of diabetes. Most of the 
patients who did not later show evidence of diabetes 
returned to seek additional medical care; additional blood 
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sugar tests and urinalyses were done at that time as part 
of the routine examination. A small percentage of the 
hyperglycemic group (2% ) returned for a blood sugar 
test and a urinalysis in answer to a written request. 

In the discussion of the selection of cases for this 
study, it should be mentioned that many patients fulfilled 
the criteria for the hyperglycemic group or the control 
group but did not return to the clinic for follow-up obser- 
vation. Therefore, many of those with hyperglycemia or 
normoglycemia could not be included in this study. While 
this resulted in two rather select groups, they were both 
picked in a similar, random fashion. It may be that this 
method of selection has led to higher figures for the fre- 
quency of diabetes in both groups than would have been 
the case had all patients been followed, since those in 
whom diabetes with symptoms arising from it developed 
would return in greater proportion than those in whom 
diabetic symptoms did not develop. Because not every 
consecutive patient was followed, the figures presented 
lack the statistical accuracy we wish they had. It should 


TABLE 1.—Rate of Appearance of Diabetes in the Hyperglycemic 
Group and in the Control Group 


Years Elapsed After Initial Test 





—_—— 


i 
0-5 6-10 11-15 16-20 21-25 26-30 


% of 58 cases of diabetes from 

hyperglycemic group ......... 47 9 22 19 3 0 
% of 20 cases of diabetes from 

GOSS GED oe vctdessvvcccce 0 5 10 35 35 15 


TABLE 2.—Rate of Appearance of Diabetes Suspects in the 
Hyperglycemic Group and in the Control Group 


Years Elapsed After Initial Test 





os , tied omer eee 
0-5 6-10 11-15 16-20 21-25 26-30 
% of 22 “suspects’”’ from hyper- 


SS GUE 66.65 occescsnccses 4 4 60 18 14 0 
% of 14 “‘suspects” from control 
BORD eb cdrdesvexmciiasacrieses 7 7 22 43 14 7 


be emphasized, however, that the extensive follow-up 
period required for this study tends to confirm the nor- 
mality of those patients later classified as normal. 


METHOD AND CLASSIFICATION 


A modification of the Myers-Bailey blood sugar de- 
termination was used. This method has been in use in our 
laboratories for nearly 30 years. A preliminary observa- 
tion resulting from a study now in progress indicates that 
this method shows blood sugar levels closely resembling 
those of the Somogyi-Nelson method; the levels usually 
are not more than 10 mg. per 100 cc. higher. The blood 
sugar screening levels used in this study are as follows: 


Less than 214 hours after meal.......... 180 mg. per 100 cc. 
2% hours or more after meal.......... 120 mg. per 100 cc, 


Those patients with blood sugar levels equal to or higher 
than the above levels are considered abnormal (hyper- 
glycemic). Those of this series who had this condition 
initially were placed in the hyperglycemic group; those 
who were initially normoglycemic, in the control group. 
Most of the blood sugar determinations were done after 
eating, since patients are not instructed to come in for 
examination in the fasting state. A standard meal before 
the blood sugar tests was therefore not used, and the 
carbohydrate content lacks scientific accuracy, but it 
may have some significance since it is governed by the 
eating habits of the person involved. Classification of the 
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hyperglycemic and control patients as to their subsequen 
laboratory or clinical course was done as follows. 

Patients with Diabetes Mellitus.—A patient was cop. 
sidered to be diabetic if one of the following criteria wa, 
satisfied. 1. A blood sugar level at or above screening 
levels with a glycosuria of 2 + or more to Benedict; 
solution on at least one subsequent occasion was found 
2. Glycosuria was not necessarily present, but blood sug,; 
was at or above the following levels on at least one syb. 
sequent occasion: fasting levels or levels determined 
more than two and one-half hours after a meal, 140 mo 
per 100 cc.; levels determined immediately to two ang 
one-half hours after a meal, 300 mg. per 100 cc. 3. Cer. 
tain clinical features were present even though laboratory 
tests were normal; for example, at our examination 
diabetic patient might have normal blood and urine 
sugar levels because the disease had been detected else- 
where and was under control. 


Patients Suspected of Having Diabetes.—A patient 
was considered to be a suspect if the follow-up blood 
sugar levels were above the screening levels but did not 
satisfy any of the criteria for diabetes previously listed. 

Normal Patients.—A patient was considered normal 
if his follow-up blood sugar levels did not attain screen- 
ing levels and if he did not satisfy the third criterion 
previously listed for diabetes. 


DATA 


Follow-Up Period.—In the hyperglycemic group, of 
those who were classed as normal 10% were followed 
for 10 years; 68% were followed 11 to 20 years; and 
22% were followed 21 to 28 years. In the control series, 
of those who were subsequently classed as normal 50% 
were followed 10 to 20 years and 50% were followed 
21 to 28 years. 

The following tables represent the total number of 
patients in whom diabetes developed during the period 
of observation and show approximately how long a time 
elapsed between the first test and the diagnosis. In the 
patients with hyperglycemia, the disease developed in 
58 of 200, while in the control group over the same period 
of years, 20 patients were found to be diabetic. Table | 
expresses the rate of development of diabetes as the per- 
centage of cases of diabetes appearing for the first time. 

Table 2 shows the approximate rate of appearance of 
the diagnosis of “diabetes suspect” in the hyperglycemic 
and the control group. Over the years shown, 22 persons 
were suspected of having diabetes in the hyperglycemic 
group as compared to 14 in the control group. 

‘Twenty-nine per cent of the patients in the hyper- 
glycemic series were later classed as diabetic, while the 
disease subsequently developed in only 10% of the 
patients in the control group. Eleven per cent of those in 
the hyperglycemic group were later classed as diabetes 
suspects, as compared to 7% in the control series (fig. |). 
While it appears that the incidence of diabetes in the 
control series was rather high, it should be remembered 
that, since these patients were seeking medical care, the) 
are not entirely analogous to the general population. 
Also, these data represent the incidence of diabetes in 
an aging population rather than a cross section of the 
present population. However, this group is similar to 
those patients seen in an office practice and bears 4 
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jmilarity, as well, to the increasing average age of our 
opulation generally. The extensive period of follow-up 
in the control group also contributes to a higher incidence 
of diabetes in that group. 

Age.—The age distribution in the control and hyper- 
alycemic groups is shown in figure 2. A slight difference 
is evident in age distribution: a greater number of pa- 
tients in the hyperglycemic group were above the age 
of 50. While diabetes developed in more patients if over 
the age of 50 in both groups, it should be noted that a 
consistently greater proportion of those in the hypergly- 
cemic group were later classed as diabetic regardless of 
age group (fig. 3). On the basis of these data, it appears 
that when hyperglycemia is present in a patient more 
than 50 years of age the probability of diabetes developing 
is considerably greater than if his blood sugar were nor- 
mal; diabetes developed in 43% of those over the age 
of 50 in the hyperglycemic group, as compared with 16% 
in the control group. In the hyperglycemic group 13% 
of patients over 50 later became diabetes suspects, as 
compared to 4% in the control group (fig. 3). 


MMM ODIABETES 
DIABETES. SUSPECT 











CONTROL 


HYPERGLYCEMIA 


Fig. 1.—Frequency of development of diabetes in 200 patients with 
hyperglycemia and 200 control patients. 


Sex.—The sex distribution for the two groups was as 
follows: 


Hyperglycemic group 


WORM onc cceess iss eae hea a aracdake 54.5% 

DT) cath ckt ks Ce Ohare eameewaese eaeeae 45.5% 
Control group 

a Santi cdri.d dubia wap ange hee een 49.5% 

SEE vaca doc muse ug dae Skene odieeeied 50.5% 


Of those later classed as diabetic in the hyperglycemic 
series, 55% were women, as compared to 49.5% in the 
control group. It should be noted that the proportion of 
all female patients in the hyperglycemic series who were 
later classified as diabetic or as diabetes suspects was 
almost equal to the proportion of all male patients so 
classified. The same similarity was observed in the control 
group. Thus, it is apparent that the factor of sex did not 
contribute significantly to the greater percentage of dia- 
betic women in the hyperglycemic group; this greater 
percentage is probably due to the numerical predomi- 
nance of women in that group. 

Family History of Diabetes Mellitus— Twelve per 
cent of the hyperglycemic group (24 patients) and 13% 
of the control group (26 patients) had a family history 
of diabetes mellitus. Of those having a family history of 
diabetes mellitus in the hyperglycemic group, 50% were 
later classed as diabetic. In the control group, however, 





group. 
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only 11% of patients having a family history of diabetes 


mellitus were subsequently classed as diabetic (fig. 4). 
Also, the percentage of those in the hyperglycemic group 
who had a family history of diabetes that was subse- 


quently classified as diabetes suspect (17% ) was greater 


than the percentage of the control patients with similar 
family histories so classified (11% ). 
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Fig. 2.—Age distribution of patients in hyperglycemic group and control 


Diagnosis at Time of First Examination.—Attention 
was directed at the time of the initial diagnosis to the 
possible existence of disease that might tend to elevate 
blood or urine sugar levels. Such diseases, when grouped 
together, will be referred to as “significant disease.” Like- 
wise, disease that is not generally a cause of hypergly- 
cemia or glycosuria will be referred to as “insignificant 
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Fig. 3.—Diabetic classifications within each age group, expressed as 
percentage of patients in that age group. 


disease.” The following conditions were specifically 
noted, if present, and tabulated as significant disease: (1) 
endocrine disorders such as hyperthyroidism, hyper- 
pituitarism, and hyperadrenalism; (2) obesity (Wilder’s 
tables used as a criterion and 25% deviation above or 
below ideal weight considered the normal range); (3) 
hepatic dysfunction; (4) renal dysfunction; (5) infection 
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(this category was divided into two groups: major infec- 
tion, such as bronchopneumonia, and minor infection, 
such as furunculosis); and (6) miscellaneous conditions 
of stress, such as surgery, trauma, and myocardial infarc- 
tion. On initial examination, 125 patients in the hyper- 
glycemic group and 146 patients in the control group 
were found to have insignificant disease. Of the patients 


% OF 
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- DIABETES 
90- KEY DIABETES SUSPECT 
C_} NORMAL 
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ZZ DIABETES SUSPECT 
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Fig. 4.—Follow-up classification of patients with family history of 
diabetes mellitus. 


with insignificant disease in the hyperglycemic group, 
30% were later classed as diabetic. In the control group, 
only 7.5% were subsequently found to be diabetic. Thus, 
in the patients who initially had insignificant disease the 
incidence of diabetes did not differ greatly from the inci- 
dence of diabetes in the groups as a whole. This was not 
true of those patients with significant disease. 

Weight: In the hyperglycemic group 31% were over- 
weight, 58% of normal weight, and 11% underweight. 
In the control series 23% were overweight, 69% of 
normal weight, and 18% underweight. The follow- 
up classification of patients in the different weight 
groups is shown in figure 5. It is apparent that 41% of 


HYPERGLYCEMIC GROUP EEEG] DIABETES 
OOD DIABETES SUSPECT 


% OF PATIENTS IN CONTROL GROUP MMMM DIABETES 
EACH WEIGHT GROUP DIABETES SUSPECT 


C= 
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Fig. 5.—Relationship of initial weight to subsequent course. 


the obese patients in the hyperglycemic series were later 
diabetic, while only 13% of those in the control group 
were subsequently diabetic. Diabetes was later found 
in 28% of the patients who were of normal weight in the 
hyperglycemic series, as compared to 9% of the an- 
alogous weight group in the control series. A greater 
proportion of patients in each weight group were later 
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classed as diabetic in the hyperglycemic series than jp 
the control series. 


Endocrine Disorders: Eighteen patients (9% ) in the 
hyperglycemic group and 13 patients (7% ) in the cop. 
trol series had thyrotoxicosis. The apparently high inci. 
dence of hyperthyroidism occurs because a large numbe; 
of patients with this disease are seen at this institution. 
Of the 18 patients with thyrotoxicosis in the hypergly- 
cemic group, 2 (11%) were later classed as diabetic 
both within one year of the initial evaluation. In the con. 
trol series, three of the patients with this disease subse- 
quently became diabetic, 14, 20, and 22 years, respec- 
tively, after the initial examination. The thyrotoxicosis 
had been successfully treated by thyroidectomy prior to 
the follow-up evaluation except for one case in the con- 
trol group. However, the number of patients is too small 
for valid conclusions as to their subsequent courses, 
Acromegaly was present in one patient in the hypergly- 
cemic group who was later classed as a diabetes suspect, 
Adrenogenital syndrome was the diagnosis in one patient 
in the control group in whom diabetes later developed. 
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Fig. 6.—Relation of initial blood sugar level to subsequent classifica. 
tion of patients in the hyperglycemic group. 


Infection: In the hyperglycemic series there were 11 
patients with initial infection, 5 major and 6 minor. Only 
one of these 11 patients, who had major infection (acute 
pyelitis), was later classed as a diabetic. 

Miscellaneous: There was only one patient in this 
category in the hyperglycemic group (myocardial infarc- 
tion). In the control group seven patients were in the 
miscellaneous category; their diseases were acute appen- 
dicitis, encephalitis, and two cases each of nephritis and 
hydronephrosis. The small number of patients in this 
category also precludes detailed comment; however, one 
of the patients with nephritis in the control group was 
later classed as diabetic. 

Initial Blood Sugar Level.—Most of the blood sugar 
levels were estimated two and one-half hours or more 
after eating (94% in the hyperglycemic series and 81% 
in the control group). It is of interest that the percentages 
of diabetic and normal persons with blood sugar levels 
up to 160 mg. per 100 cc. appearing later in each of the 
subgroups were similar. Only among those with levels 
over 160 mg. per 100 cc. were the majority (57% ) later 
classed as diabetic (fig. 6). An effort was made to iden- 





Vol. 


tify 

the f 
as d 
Mea 
Jabo 
tities 
bloo 
glyce 
pater 
eatin 


E; 
that 

to ell 
prog 
rena 
teste 
fact 

alysi 
ol di 
port 
dem 
out § 
diabs 
pare 
pers¢ 
more 
bloo 
of hi 
betes 


In 
as a 

conte 
impr 
cider 
year 
cider 
comy 
as a 

and 

in ch 
realis 
have 
arou! 
child 
assai 
ical | 
ness 

ques 
prob 
In 
tion 
venti 


















Vol. 156, No. 10 


tify significant factors that might explain why some of 
the patients with hyperglycemia were not later classified 
as diabetic. However, no such factors were apparent. 
Measurement of nonglucose reducing substances or other 
Jaboratory, secretarial, or technical error; variable quan- 
tities of caloric intake preceding the determination of 
blood sugar level; or real, transient, nondiabetic hyper- 
slycemia come to mind as possibilities. As was antici- 
pated, the longer hyperglycemia was maintained after 
eating, the more likely diabetes was to occur later. 








SUMMARY AND CONCLUSIONS 

Early detection of diabetes is important if it is true 
that early institution of treatment, consisting of efforts 
io eliminate glycosuria and hyperglycemia, will postpone 
progressive severity of the disease and cardiovascular- 
renal degeneration. Mild or early diabetes may be mani- 
fested by hyperglycemia without sugar in the urine. This 
fact is commonly ignored by the clinician because urin- 
alysis alone is so generally used as the means of detection 
of diabetes, and if blood sugar tests are done, little im- 
portance is attached to mild hyperglycemia. This study 
demonstrates that, in patients with hyperglycemia with- 
out glycosuria, 4 out of 10 patients will later have overt 
diabetes or be considered as diabetes suspects, as com- 
pared to 2 out of 10 in an analogous control group of 
persons with normal blood sugar levels. If a patient is 
more than 50 years of age and has an abnormally elevated 
blood sugar level, yet has no glycosuria, the probability 
of his later showing signs of diabetes or becoming a dia- 
betes suspect is about 56%, as compared to 20% in an 
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analogous control group. In all age groups, the incidence 
of diabetes or suspected diabetes is increased in the 
presence of hyperglycemia beyond that seen in a control 
group. Nearly one-half (47% ) of those patients in the 
hyperglycemic group who were later classified as diabetic 
had signs of diabetes in the first five years after the in- 
itial examination. Most of the occurrences of diabetes 
in the control. group were 10 to 20 years after the initial 
evaluation. In this study, 5 of 10 patients with hypergly- 
cemia without glycosuria who had a family history of 
diabetes mellitus subsequently had definite diabetes. 
Obese patients with hyperglycemia subsequently became 
diabetic in a significantly greater percentage (41% ) than 
did obese patients in the control group (13% ). As was 
to be expected, those patients in whom elevated blood 
sugar levels were found a longer time after eating were 
more likely later to have diabetes than those in whom 
hyperglycemia was maintained for a shorter time. 

The routine blood sugar test is valuable in detecting 
diabetes. It is recommended that any patient who con- 
sistently has hyperglycemia, even though mild and with- 
out glycosuria, should be treated as a mild diabetic and 
possible aggravating factors corrected in an attempt to 
decrease the chance of a severer diabetic state develop- 
ing. Such management is much more important if one or 
more of the following conditions are present in addition 
to the hyperglycemia: (1) a family history of diabetes 
mellitus, (2) obesity, or (3) an age of more than 50 
years. 


2020 E. 93rd St. (6) (Dr. McCullagh). 











In 1937 Godfrey? recognized accident prevention 
as a public health problem, but he was without active 
contemporary support. Ten years later Press * tried to 
impress on the medical profession the importance of ac- 
cidental death and crippling in childhood. The following 
year Wheatley * challenged pediatricians to accept ac- 
cident prevention as their responsibility. In 1950 I felt 
compelled to reemphasize the importance of accidents 
as a major factor in childhood mortality and morbidity 
and to point out the feasibility of accident prevention 
in childhood.* In the years intervening since Godfrey’s 
realistically oriented paper, scores of interested writers 
have presented facts, theories, and suggestions revolving 
around the tragedy of accidental death and crippling in 
childhood. Yet somehow, a concerted, unified effort to 
assail this problem has failed to be activated by the med- 
ical profession. In light of knowledge about and aware- 
ness of the problem, I cannot refrain from an obvious 
question—what are we waiting for? Will we act on a 
problem only if there is a perfect solution? 

In order to view the juvenile accident prevention ques- 
tion in the same light as any other public health or pre- 
ventive medicine problem, one should recall the proved 






















PREVENTION OF CHILDHOOD ACCIDENTS 


WHAT ARE WE WAITING FOR? 


Harry F. Dietrich, M.D., Beverly Hills, Calif. 









procedural triad that has been so successful in the past: 
(1) define and describe the problem (or disease), (2) 
develop a vaccine (or preventive measure), and (3) ap- 
ply the vaccine to the individual (or community). Ty- 
phoid, diphtheria, puerperal sepsis, dysentery, smallpox, 
plague, and scores of other decimaters of the human race 
have been moved from the morgue to the textbooks on 
medical history by just such an attack. Why not add 
childhood accidents to that list? 


THE PROBLEM DEFINED 


The problem has been all too starkly delineated. With 
the advent of the sulfonamide drugs and antibiotic ther- 
apy, death rates from previously fearsome and fatal dis- 
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eases in children have dropped so precipitously that the 
relatively unchecked accident death rate has each year 
accounted for a higher percentage of all childhood 
deaths. The control of grave infections has been the aim 
and the goal of medicine for hundreds of years. Now we 
are faced with a new and temporarily disgraceful chal- 
lenge. Accidents today kill one-third of the children who 
die each year, instead of one-twentieth of the year’s toll 
as in 1900. Between 11,000 and 13,000 children are 
being killed each year, and 40,000 to 50,000 are per- 
manently injured—by accidents. These deaths and in- 
juries are principally due to burns, drowning, poisoning, 
falls, crushing, and automotive mayhem. There is the 
problem. 


Even for the purposes of this abbreviated discussion 
the problem does demand slight elaboration. Because of 
vital relevancy to the suggestions to follow, the succeed- 
ing facts should be kept at hand. 1. Over one-half of the 
childhood accident fatalities occur before the age of 5 
years (that is, in the first one-third of childhood). 2. In 
the first 5 years of life the peak incidence of accident 
fatalities is in the 1 to 2 year age group,’ in spite of the 
fact that children after the age of 2 have increased access 
to the accident hazards. These data can mean only that 
the survivors learn. 3. Because there is a tendency to 
blame “the carelessness of young children” for all pre- 
school age motor vehicular deaths, the following com- 
pilation of deaths in the age group from birth to 5 years 
due to motor vehicles ° is presented. Figures are for 1952 
and for the United States. 








Person 
Type No Responsible * 

EINER Ts ee erent 900 Child and adult 

Collision, ear with other vehicle.... 650 Adult 

Collision, car with train............. 40 Adult 

Collision, car with other object..... 30 Adult 

Overturning and other causes....... 430 Adult 

cheap aaaNbeneettereenees 2,050 56% Adult 


44% Child and/or Adult 


* Author’s opinion. 


When it is realized that a considerable percentage of 
the “pedestrian” deaths are due to careless, reckless, 
thoughtless, or incompetent driving of adults, it must 
become apparent that the prevention of traffic deaths in 
the preschool age group is not principally a juvenile 
problem. For the sake of relative completeness and per- 
spective, it should be pointed out that accidents are re- 
sponsible for more deaths of youngsters than the five or 
six next commonest causes combined. 

May I venture to ask, is cancer easier to prevent and 
cure than conflagration? Is poliomyelitis simpler to con- 
quer than poisoning? Is tuberculosis less complicated 
than drowning? And are heart and kidney diseases easier 
to eliminate than the tragedy of deaths of juvenile pedes- 
trians? The medical profession and parents have avoided 
tackling this problem because of its complexity. Who 
would presume to spell out how to avoid all serious types 
of accidents, for every child, of either sex, of any age, in 
every community in all 48 states, or, better still, in all the 
world? 





5. Dietrich, H. F.: The Clinical Application of the Theory of Accident 
Prevention in Childhood, Am. J. Pub. Health 42: 849-855 (July) 1952. 
6. Accident Facts, Chicago, the National Safety Council, 1953. 
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PREVENTIVE MEASURES 

After an analysis of the childhood accident problem 
it would appear that we can introduce a practical and 
effective simplification. Accept, and with much jus. 
tification, that the shape of personality and behavio; 
is largely set by the time a child is 5 or 6 years of age, 
and then recall that one-half of all fatal accidents 
inchildren occur before the age of 5 years. Let us concen- 
trate our accident prevention efforts on the preschoo| 
years as a starting point. Instead of needlessly trying to 
dissect a complicated, kaleidoscopic picture of all pos- 
sible types of accidents to all children, let us demand 
that any of us who speak of accident prevention in chil- 
dren do so considering the age, sex, surroundings, inter- 
ests, and abilities of the child. One should then ask to 
what hazards he is currently exposed, what protection 
he therefore needs, and what education in safe behavior 
is feasible. The hazards he is soon likely to encounter 
should also be considered in connection with what pro- 
tection he will then need and what education in safe be- 
havior need be planned. The foregoing considerations 
simply outline the philosophy of an effective “vaccine” 
against juvenile accidents. That “vaccine” is produced 
by the use of a practical theory of accident prevention. 

Up to the age of 12 to 18 months the infant needs com- 
plete protection from all accident hazards. If he is 
burned, drowned, crushed, poisoned, or mangled he has 
been denied that protection. Passing over several inter- 
vening years, consider the child’s situation at age 5 or 
6 years when school and play take him away from the 
protective devices of the home. His safety now depends 
largely on what he has learned. Whether or not he dashes 
blindly into the street, stumbles into a water-filled 
quarry, ignites a pile of rubbish, loses his arm in some 
power machinery, or drinks from a bottle filled with 
paint thinner depends on what his parents have taught 
him between the ages of 1 and 5. It must be apparent 
that after the age of one, protection must gradually be 
reduced and replaced by education. While still maintain- 
ing protection against subtle and incomprehensible haz- 
ards, parents must begin to teach the child to do safely 
all of the things that he wants to do and is capable of 
doing. Within their capabilities at any given age, children 
of our culture must be taught to live safely with, rather 
than without, fire, water, machinery, electricity, chem- 
icals, and radiation. Protection is primarily intended to 
keep the child unharmed until he is able to be taught. 
Accident prevention in the home requires three tools: 
forethought, time, and discipline. 

The foregoing concept is in effect just as truly a “vac- 
cine” as are the vaccines against whooping cough, ty- 
phoid, smallpox, yellow fever, and a score of other dis- 
eases that the disciplines of public health and preventive 
medicine have used so effectively. This particular “vac- 
cine” is unique in several respects. It cannot be purchased 
from a biological laboratory, it is not injected into appre- 
hensively twitching muscles, and it must be given by the 
parents rather than by a doctor or nurse. It is similar to 
orthodox vaccines in that, after an initial course of im- 
munization (preschool period), booster doses are peri- 
odically needed. Here, too, the subsequent booster doses 
result in a more prompt and quantitatively greater pro- 
tective response. 
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ADMINISTRATION OF “VACCINE” 


We have an important public health problem, and we 
now have what should be an apparently effective “vac- 
cine.” Why has that problem not been eliminated? 
|t is primarily because we have been relatively ineffectual 
in inducing parents to administer the vaccine. It appears 
that members of the medical profession are waiting for 
someone else to show how to educate parents to give 
the vaccine. We should be eagerly receptive to the ideas 
and suggestions of educators and psychologists, but we 
are more than derelict in our obligation if we idly wait 
for someone else to solve this phase of the problem for 
ys. From a practical standpoint the attack on the prob- 
jem of juvenile accident prevention should fall into two 
major efforts. 

First, with the “vaccine” available and the educational 
techniques familiar to us, we should try to impress par- 
ents immediately at the community, group, and doctor- 
patient levels with the need for, and the feasibility of, 
assailing this problem. And this we should do with an 
acute awareness of the devastating toll that accidents are 
extracting each year that we procrastinate. Secondly, our 
ultimate aim must be to improve the vaccine by learning 
more about the immediate and underlying causes of ac- 
cidents in children; we have much to learn about even 
the incidence of serious but nonfatal accidents. We must 
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critically evaluate adult education techniques and de- 
velop and improve educational materials to be given to 
parents. We must incorporate the teaching and study 
of accident prevention in medical school curriculums. 
In the department of pediatrics at the University of Cali- 
fornia at Los Angeles such a program is developing 
under the chairmanship of Dr. John M. Adams. Some 
attention must be devoted to legislative aids for our 
“problem. Improvements in packaging and labeling are 
needed for both insect poisons and human medicaments. 
The inflammability of materials for childrens’ clothing 
might well be placed under some control. In these and 
many other areas legislative measures can help prevent 
accidents; however, even brief consideration of the motor 
vehicular accident situation will keep us from placing 
too great dependence on laws. 


There it is—a public health problem, a “vaccine” (ad- 


mittedly still imperfect) for it, and a difficulty in adminis- 
tering that vaccine. Less than 20 years ago the possible 
conquest of infection looked hopelessly complicated. At 


present the thousands of active workers in the fields of 
neoplastic and degenerative diseases do not postpone 
their labors because the task is not simple. What, then, 
are we waiting for in juvenile accident prevention? 


133 S. Lasky Dr. 








Bronchial asthma and pulmonary emphysema are re- 
spiratory diseases of a mechanical nature that are chronic, 
crippling to the patient, and difficult for the physician 
to treat. Breathing exercises for these conditions have 
been known for over 20 years; however, they have been 
used little and have received little publicity because of the 
overemphasis on drug therapy. When one considers the 
physical aspects of these conditions, the need of breathing 
exercises and the benefit to be derived from them become 
readily understandable. Since these procedures neither 
remove the cause nor give emergency assistance, they 
constitute only a valuable adjunct to the treatment of 
these diseases. Breathing is the one unconscious neces- 
sity of our lives that is under some voluntary control. 
By suitable training of the muscles involved, the rate, 
depth, and type of respiration can be altered at will. This 
is so because the muscles involved are of the striated vol- 
untary type and are, in the main, the skeletal muscles 
of the back, abdomen, and chest, and the diaphragm. 

What actually happens during an asthmatic attack? As 
the episode begins, the bronchioles become narrowed by 
spasm and congestion, or both, so that a valvular action 
occurs whereby air may be drawn into the lungs by 
strong inspiration but cannot escape. Gradually the lungs 
become overdistended, and there is insufficient gaseous 
exchange, i. e., a condition of gross functional emphy- 
sema. Accordingly, the asthmatic patient has difficulty 
in exhalation. During the attack, breathing is of the 
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PULMONARY EMPHYSEMA 
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thoracic type, and the accessory muscles are fully con- 
tracted with each effort. The diaphragm is depressed and 
making spasmodic contractions or none at all. The pa- 
tient is in a vicious cycle in which the more dyspneic he 
becomes, the more he endeavors to inspire; this over- 
distends his already inflated lungs, and he becomes even 
more dyspneic. The patient has the mistaken idea that 
his trouble is_getting air in, .and therefore he struggles to 
inhale. Agually he cannot inhale easily because his lungs 
are already full. The problem is to deflate the lung by 
exhalation, after which inhalation will become easy. 
With increasing frequency of attacks the patient as- 
sumes the habits of breathing that are consistent with 
those in his attack phase. Consequently, there develop 
deformities of the thorax due to the shortening of the 
fibers of the diaphragm, intercostals, and accessory mus- 
cles; he may become a typical pulmonary cripple with a 
barrel chest, dorsal kyphosis, and widened costochondral 
angle. Several common abnormalities in breathing habits 
contribute to respiratory difficulty and deformity. 


ABNORMALITIES IN BREATHING HABITS 


Asymmetrical respiration involves a diminution of 
movement on the affected side and is usually seen with 
pleurisy, pneumonia, and following a thoracotomy. 
Breathing at rest is normally diaphragmatic, and with ex- 
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ercise the expansion of the lower ribs laterally comes into 
play. In severe exertion the upper ribs and sternum move 
anteriorly and superiorly by the action of the intercostals 
and accessory muscles. In disproportionate respiration 
dyspneic patients neglect the use of the diaphragm and 
the lateral movements of the lower ribs and instead ex- 
pend their efforts on upper costal inspiration. Dyspneic 
patients tend to rush the next inspiration before they have 
completed the last expiration. As a result of this pre- 
mature inspiration the lungs become more and more dis- 
tended and excursion becomes limited by the fact that 
inspiration starts with an already inflated lung. Some pa- 
tients with disproportional respiration actually relax the 
diaphragm so that it rises during inspiration. This results 
merely in transferring air from the lower to the upper 
lobes with a serious reduction in the tidal aig, This para- 
doxical respiration is suspected when the patient’ takes 
a deep breath and the abdominal wall moves inward dur- 
ing inspiration. Functionally the abdominal ‘wall con- 
sists of two distinct parts, upper-and lower. The upper 
area is diamond shaped, extending from the xiphoid 
process out laterally along the 10th rib and then medially 
to the umbilicus. Its function is mainly respiratory. It 
bellows out when the-diaphragm descends and sags when 
the diaphragm rises, thus changing the volume of the ab- 
dominal cavity during the respiration. The lower part 
serves mainly to support abdominal viscera, and its in- 
fluence on respiration is slight unless it is ptotic and al- 
lows the drag of the viscera to interfere with diaphrag- 
matic excursion, In lower abdominal respiration most 
of the abdominal movement during respiration occurs 
abnormally in the lower part of the abdominal wall. This 
type of breathing is sometimes seen in asthenic persons. 


PURPOSES OF EXERCISES FOR ASTHMA AND 
EMPHYSEMA 


The ordinary deep breathing exercises that serve 
mainly to expand and relax the thorax are forbidden for 
patients with asthma and emphysema, since that type of 
respiration is done almost entirely with the upper thorax 
while the lower part is immobile and the diaphragm 
moves very little. The exercises instead are designed to 
give the patient diaphragmatic centrol during normal 
breathing and throughout the full range of diaphragmatic 
movement. Also, the patient is taught to prolong and 
complete the expiratory phase of respiration. Before the 
patient is instructed in these exercises, his breathing 
habits should be analyzed for specific faults. Normally 
there are two types of quiet breathing, abdominal and 
thoracic. Abdominal breathing is done mainly by dia- 
phragmatic excursion, which also involves some move- 
ment of the lower intercostals. It is more efficient since 
it literally pushes air in and out of the bases of the lungs 
and can be increased in intensity by voluntary effort. 
Thoracic breathing referring to the upper thorax is done 
mainly by the intercostal muscles during quiet respira- 
tion, and these have little or no ability to force air out 
of the upper part of the lungs. 

With physical effort, or with an asthmatic attack that 
brings on more vigorous inhalation, the accessory mus- 
cles of respiration are brought into play, e. g., the sterno- 
cleidomastoid, the scaleni, the pectoralis minor, and the 
upper trapezius. With violent inhalation, the serratus 
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magnus, the latissimus dorsi, and also the pectoralis 
major can be used to aid upper chest expansion by fixing 
the humerus and the scapula. (This explains why asth. 
matic patients hold onto a chair or table during acute at. 
tacks as they labor for air.) All of these muscles do noth. 
ing to increase exhalation. Exhalation itself is normally 
a passive motion, but it can be forced by use of the rectys 
abdominis, transversalis, iliocostalis, and quadratus |um- 
borum. These are the muscles that are called into play 
during laughing or groaning. However, these muscles 
exert their force mainly on the lower rib cage and also 
on the abdominal wall, and unless good diaphragmatic 
control is synchronized with their action there can be no 
effective exhalation of air. . 

The objectives in treating patients by exercise are to 
restore lung and chest cavity to their normal size, to pre- 
vent deformities, to increase tidal air volume, and to 
teach proper breathing habits. Also, by familiarizing the 
patient with the mechanics of his disease, breathing ex- 
ercises serve to lessen his fear of it. Only the most im- 
portant and most commonly used breathing exercises are 
dealt with here; there are many others, including special 
exercises for children. 


SOME RECOMMENDED BREATHING EXERCISES 


Abdominal Breathing.—Starting position is either lying on 
back with knees drawn up or sitting with back resting against a 
chair. Patient must be completely relaxed. Breathe out slowly 
by hissing or blowing while gently sinking the chest and then the 
upper abdomen as much as possible. At the end of breathing 
out the abdomen should be well drawn in, the fingers resting on 
it. Relax the upper abdomen so that it swells while the air is 
breathed in rather quickly but silently through the nose. The 
chest must not be raised. Do the exercise 10 times; then rest for a 
minute and repeat. 

Abbreviated Abdominal Breathing.—Starting position is as 
above. Sharply sink in the chest and abdomen while breathing 
out; then breathe in by relaxing abdominal muscles quickly and 
follow by contracting abdominal muscles while sharply breathing 
out. Once started, this exercise consists of sharp quick breathing 
out with a pause of equal length for quiet inhalation. The breath- 
ing is quicker than normal. This exercise is used during the 
prodrome or actual asthmatic attack, when the patient is un- 
able to do quiet abdominal breathing. 

Side Expansion Breathing.—Starting position is as above, with 
the patient completely relaxed. Place heels of palms on lowe: 
ribs above the waist. 1. Breathe out slowly, sinking first the 
upper chest, then the lower ribs; finally squeeze the ribs a little 
by pressing with the palms to empty the lungs as completely 
as possible. 2. Expand the lower ribs against the palms, making 
the ribs expand the palms while quietly breathing in. Then relax 
the shoulders and arms completely until needed for the squeeze 
at the end while repeating the breathing out. 

Forward Bending.—Starting position is sitting with feet apart, 
arms relaxed and hanging at sides. 1. Breathe out slowly while 
dropping the head, sinking the chest, and then bending forward 
until the head is over or between the knees. The abdominal 
muscles are firmly drawn in during the last part of the bending 
forward. 2. Raise the body, gradually pushing out the back so 
that the shoulders and then the head come up, while breathing 
in—the upper abdomen swelling out meanwhile. Part 1 is carried 
out as slowly as possible, 2 more quickly. In addition to helping 
the patient to gain full expiration, this exercise also loosens the 
back and improves posture if the back is carefully “curled up” 
and “uncurled.” This exercise is used when the patient is unable 
to do quiet abdominal breathing. 

Sidebending.—Starting position is sitting with feet apart, right 
arm relaxed at side, left hand on right lower ribs. 1. Bend the 
head and shoulders to the right while breathing out and pressing 
the hand against the side. 2. Bend the head and shoulders slightly 
to the left while breathing in and swelling the right lower ribs as 
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much as possible toward the right. Part 1 is carried out more 
jowly than 2. After five bends to the right, change hands and 
pend to the left side so that the base of the left lung is fully used. 
The bending must be from the waist only. Toward the end of the 
breathing out the hand presses firmly, and on breathing in the 
de of the chest is pressed out against the hand. In addition to 
raining the patient in the full use of the bases of the lungs, this 
exercise loosens the lower ribs. 

Side Bending with Rotation.—Position is standing with feet 
apart. 1. Carry the arms above the head while breathing in. 2. 
pend slowly over to the left as far as possible while breathing out, 
allowing the arms to bend loosely at the elbows. 3. Twist the 
iower back while bending so that the arms are carried loosely, 
yanging outside the left foot, while continuing to breathe out 
and fully contracting the abdominal muscles. Raise the body up- 
right to position 1, i. e., with the back straight and arms widely 
part above the head while breathing in. Repeat the whole 
movement to the right. Repeat five bends to each side. End the 
whole exercise by carrying the arms down from above the head 
and breathing out. 

Posterior Lung Expansion.—Position is standing with feet well 
read, hands on lower posterior ribs, body in crouch. Inhale, 
concentrating on inflating posterior part of rib cage, humping 
the back as much as possible, and causing the hands to ride out. 
Exhale with long sigh. 


The first four exercises are fairly simple; the last three 
are more advanced. Patients should be given only a few 
exercises at a time. Only when these are mastered are 
they given more advanced and difficult ones. Such a teach- 
ing process cannot be done at one session any more than 
dancing can be taught in one lesson; it often takes weeks. 
The patient should practice at least 10 to 20 minutes twice 
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a day, best on first awakening and before retiring, and also 
from time to time during the day. He should do his exer- 
cises particularly ‘at the first sign of an impending attack 
in order to try to prevent the attack. Many patients are 
actually able to abort or at least minimize attacks by 
doing the simple breathing exercises gently. Often the 
exercises cause wheezing and coughing at the end of ex- 
piration. The patient is reassured that this is to be ex- 
pected. With perseverance he can loosen the mucus in 
the bronchioles so that he can cough it up with subse- 
quent relief. 

After learning diaphragmatic breathing, patients with 
emphysema are given calisthenic or gymnasium exercises 
to produce exertional dyspnea. They are then super- 
vised in their breathing to maintain use of the diaphragm 
to aid in regaining their “wind.” One final psychological 
benefit to patients is that they gain confidence in them- 
selves and lose some of their fear of an attack. They feel 
less dependent on the atomizer or other medicinal agents 
since there is something they can do for themselves. 


SUMMARY 


The aims of breathing exercises are to deflate the lungs 
by increasing the expiratory phase, reeducate automatic 
diaphragmatic movement and diminish the thoracic type 
of breathing, and mobilize the ribs and chest wall and 
prevent kyphosis and other postural deformities. 


442 Post St. (2). 





GLAUCOMA AND AMBLYOPIA 


EX ANOPSIA, TWO PREVENTABLE 


FORMS OF BLINDNESS 


CHAIRMAN’S ADDRESS 


Trygve Gundersen, M.D., Boston 


The time has come when the accent on blindness 
prevention must be placed where it rightly belongs; on 
the two greatest causes of blindness in the United States, 
chronic glaucoma and amblyopia ex anopsia. Since 
the problem is primarily one of detection, both of these 
conditions are preventable to a large degree. Consider- 
able information has accumulated recently indicating 
that chronic glaucoma is commoner than is generally 
realized. Mass screening, by Brav and Kirber,’ of 10,000 
persons employed in Philadelphia industries revealed a 
1.53% incidence of undiscovered glaucoma in the age 
group 40-65 years alone. These authors estimate the 
incidence of undiscovered glaucoma in the general popu- 
lation at 2% . The more recent Cleveland Glaucoma Sur- 
vey * indicates exactly the same figure in a free screening 
of about 14,000 persons. Zeller and Christensen,* work- 
ing in Portland, Ore., found the same incidence in a 
somewhat smaller series. These authors point out that at 
least 20,000 persons (15% of the blind population) in 
this country are blind from bilateral glaucoma and an 
additional 150,000 are blind from glaucoma in one eye. 
According to the most recent population estimates,* 
there are 159,629,000 persons of all ages in the continen- 
tal United States, including armed forces personnel over- 


seas. Of these, 56,578,000 are over 40 years of age. 
Therefore one could estimate that there are 1,130,360 
persons with unrecognized glaucoma in this country. 
How many of these will end their days in blindness can- 
not be calculated exactly, bat the number must be high. 
The incidence of blindness from amblyopia ex anop- 
sia is more difficult to determine because the statistics are 
more at variance. In 1945, Downing * reported an inci- 
dence of amblyopia of 1.02% among 1,920 selectees. 
Somewhat less than one-half of these (44% ) had neither 
convergent nor divergent strabismus. Glover and 
Brewer ° in reviewing more than 20,000 men at the Al- 
toona Induction Center at Altoona, Pa., found that 
2.27% of the inductees examined had congenital ambly- 
opia, with vision of 20/70 or less in one eye. With these 
figures in mind, it seems reasonable to assume that the 
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number of persons in this country with uniocular blind- 
ness due to amblyopia ex anopsia may also be over one 
million. However, the blindness of amblyopia ex anopsia 
concerns only one eye, and persons so afflicted generally 
live out their lives with no great handicap, never knowing 
blindness in the usual sense. Yet what ophthalmologist 
has not seen the tragedy of injury in early life or disease 
in later life strike the only good eye of the amblyopic per- 
son? He is therefore forced to enter this patient’s name, 
all too prematurely, on the rolls of the legally blind. Con- 
sider also the lifelong handicap of the monocular person. 
In our industrial age, many able-bodied men and women 
are being denied employment for this reason alone. 


DETECTION OF GLAUCOMA 


There is no substitute for tonometry in the detection 
of glaucoma, and only with a tonometer can the early 
diagnosis be made. Digital palpation is undependable 
and inaccurate. When the optic nerve shows glau- 
comatous cupping and the visual fields show the char- 
acteristic scotomas, the disease is already far advanced. 
Until a method is devised by which the intraocular pres- 
sure can be accurately measured without the use of 
a corneal anesthetic, only physicians may perform these 
measurements. I am convinced that, if the American 
physician were taught the importance of this simple test, 
tonometry would immediately become as much a part 
of the general physical examination as the Wassermann 
test and the measurement of the blood pressure are 
today. Since many chronic glaucomas unquestionably 
have their origin in the third decade, tonometry is an 
essential part of a routine physical examination on any- 
one over 30 years of age. Zeller and Christensen * have 
aptly pointed out that in Oregon in 1950 there were 
only 17 unknown cases of syphilis per 100,000 pa- 
tients, in contrast to 2,000 unknown cases of glaucoma 
in every 100,000 persons over the age of 40. They also 
state that in routine chest surveys several hundred roent- 
genograms would be needed to detect a single active 
new case of tuberculosis. 

How can the technique of tonometry be taught the 
American physician? Tonometry could easily be taught 
to every medical student. This teaching should begin 
by class demonstrations followed by practical exercises 
in small groups, with each student making enough tests 
on his classmates and on patients to acquire skill and 
self-confidence in the technique. This instruction was 
introduced to the third year class at the Boston Uni- 
versity School of Medicine two years ago and has been 
received with enthusiasm by the students. Several gen- 
eral practitioners have also come to me for private in- 
struction in tonometry. They have subsequently bought 
their own instruments and are today including tonom- 
etry in their physical examinations. A medical officer 
of the U. S. Navy recently asked me if I would favor 
tonometry as a part of the yearly physical examination 
on all Navy officers over 40 years of age. My answer was 
that I would favor this examination not only in the 
Navy but in all other branches of our military service. 
Such a standard requirement in one of our military serv- 
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ices would set the proper course for all other medica| 
examiners to follow. 

There are few valid objections to the extensive em. 
ployment of tonometry by physicians other than oph. 
thalmologists. The possibility of sensitivity reaction; 
to local anesthetics does arise, but it involves a small 
risk. These reactions, though often alarming, are rarely 
if ever serious if recognized promptly; they subside with- 
out incidence if further use of local anesthetics is with. 
held. Corneal abrasions will occur occasionally but are 
almost never serious if properly treated without loca| 
anesthetics and with an appropriate antibiotic or syl- 
fonamide. A few abraded corneas hardly constitute g 
legitimate objection to the more extensive use of tonom- 
etry. The incidence of corneal abrasion could be fur- 
ther reduced almost to the vanishing point by the use of 
tonometers with rounded rather than concave plungers. 
The high cost of tonometers today will act as a deter- 
rent to physicians who do tonometry only on rare oc- 
casions, but should the sale of tonometers rise abruptly, 
a fall in the price could be expected. In this connection 
it should be noted that Conrad Berens deserves praise 
for his efforts in devising a simplified tonometer for the 
general. practitioner, a so-called hypertension indicator. 

It is doubtful whether tonometry performed by phy- 
sicians doing routine physical examinations would 
reveal more than a small fraction of the million or more 
cases of unrecognized glaucoma now existing. Other 
methods of screening will have: to be instituted. Bray 
and Kirber* have suggested the organization of mass 
screening in industry, possibly coincident with a routine 
physical examination. They also suggest the creation 
of a specialized agency, approved by the local county 
medical society, which will devise plans for mass screen- 
ing. The Cleveland Survey has well demonstrated that, 
after proper indoctrination of the public by instruction 
and advertising, the public demand for this service will 
have to be met. Free tonometry could easily be joined 
to the free chest roentgenogram programs now con- 
ducted by various health agencies. On Nov. 4, 1953, 
the Cleveland Society for the Blind sponsored a Glau- 
coma Day on which all persons over the age of 40 were 
urged to report to one of the hospital outpatient clinics 
for a free examination to detect the presence of glau- 
coma. Before that date there was a great deal of public- 
ity by newspapers, television, radio, and speeches be- 
fore organizations. About 18,000 persons went to hos- 
pital clinics for testing, many of whom were turned 
away. In the afternoon radio stations announced that the 
clinics were filled to capacity. Among 12,803 persons 
who had tonometry, 1,635 or 13% had tensions of 
30 mm. or higher.’ Although 21 previously known cases 
of glaucoma were found, 211 previously unrecognized, 
definitely diagnosed cases of glaucoma were discovered, 
and there are at least 200 persons on whom oculists 
have yet to report. 


DETECTION OF AMBLYOPIA EX ANOPSIA 

As there is no substitute for tonometry in the detec- 
tion of asymptomatic glaucoma, so is there no substi- 
tute for early visual acuity determination in the detec- 
tion of amblyopia ex anopsia. Again the problem is 
primarily one of medical education. All physicians, ¢s- 
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pecially the pediatricians, must be taught the importance 
of early visual acuity examinations on all children. Our 
present knowledge of amblyopia ex anopsia should be 
emphasized and reemphasized to every medical student. 

It is fairly well known by most physicians that ambly- 
opia ex anopsia frequently accompanies strabismus. 
Fortunate is the child whose physician knows this and 
refers him to an ophthalmologist as soon as the strabis- 
mus is detected. Many children do not get such good 
advice. The familiar story is too often given us, “Our 
doctor told us that there is no hurry about the operation” 
or, “We were told that our child might outgrow the 
squint.” The catastrophe following such unenlightened 
advice is all too frequently seen. There is another group 
of children, approximately as large, in which no visible 
evidence of strabismus exists. Few physicians other 
than ophthalmologists appreciate the fact that uniocular 
blindness may be equally intense in children with re- 
fractive amblyopias, in children whose convergence is 
so slight as to escape notice, or in children with no 
deviation of the visual axes whatever. Our only hope 
of combating uniocular blindness in this group is by 
testing the visual acuity of all children at the earliest 
possible moment. 

A visual acuity determination can be done on any 
normal child on his third birthday. The third birthday 
may be looked on as a milestone in a child’s develop- 
ment. Within a few months of this date, an average child 
suddenly becomes more docile, begins to submit to rea- 
son, usually becomes “house trained,” and will cooperate 
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sufficiently so that one eye may be covered and the vision 
of the opposite eye may be measured. With the pos- 
sible exception of the metronome device recently de- 
scribed by Schwarting,® the earliest visual acuity test 
can be made by picture cards. I have found the @ster- 
berg Test Charts, Nyrop and Maag a/s Copenhagen, 
Denmark, of especially good design and most useful. 
The illiterate E chart or better still the Sjogren Hand *° 
can be used a year later, on the child’s fourth birthday. 


SUMMARY 


Wider publicity must be given the well-established 
fact that 2% of all Americans after middle life have 
symptomless, unrecognized glaucoma. This must be 
taught the physician, the medical student, and the public 
at large. Only when this knowledge is disseminated will 
the use of the tonometer become more widespread. All 
children should have their visual acuity tested on or just 
before their third birthday. This is our only hope of de- 
creasing the high incidence of monocular blindness as 
it exists today. Ophthalmologists, in their practice, in 
their teaching, and in their professional contacts, can 
rightly vest themselves with the responsibility of bring- 
ing about effective programs for the early detection of 
these conditions at a stage when treatment can in large 
measure prevent blindness. 


101 Bay State Rd. 
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THE CHALLENGE OF DYSTOCIA 


CHAIRMAN’S ADDRESS 


Bernard J. Hanley, M.D., Los Angeles 


During the past 25 years many contributions have 
been made toward better care for the mother and her 
infant. The maternal death rate has almost reached the 
vanishing point, and there has been a moderate decline 
in fetal and neonatal mortality. However, dystocia is still 
the béte noire for the clinician. Unfortunately, a well- 
known author has suggested that the obstetrician de- 
velop large buttocks and learn to sit on them. This, in 
my opinion, has not produced the most desirable results. 
Some still insist on letting nature take her course and 
permit patients to labor for hours and hours and then 
terminate the labor by hard mid-forceps delivery, with 
its accompanying deep lacerations to the mother and the 
occasional delivery of a spastic child, or else turn to 
cesarean section many hours before or after the optimum 
time for such a procedure. While pelvic lacerations and 
spasticity may not all be due to poor obstetrics, none- 
theless the inability to properly meet the challenge of 
dystocia enters into the general picture in a large measure. 
[ accepted this challenge and with Dr. John C. McDer- 
mott devised the Hanley-McDermott pelvimeter for a 
new attack on midpelvic and outlet dystocia by measur- 
ing the anterior pelvic depth. 

Prolonged labor per se is not necessarily harmful, but 
prolonged labor accompanied by a difficult forceps opera- 


tion is a combination that always causes injury to the 
mother and is frequently lethal to the baby. A patient 
who is in labor and making slow progress should be 
allowed to continue until delivery can easily be accom- 
plished by outlet forceps, unless an unforseen emergency 
requires immediate delivery. I do not think it makes a 
great deal of difference how long a patient is in labor, 
providing, of course, that she is making reasonable prog- 
ress, has been given some type of sedation, and that her 
fluid intake is adequate. On the other hand, if a woman 
has been in labor for 12 hours and has made little prog- 
ress as far as cervical effacement or dilatation is con- 
cerned or if the presenting part has not descended below 
the spines of the ischia, that is the time to reevaluate all 
factors concerned in delivery and decide the best pro- 
cedure for that particular mother and baby. 


RATIONALE 
What is the rationale of the Hanley-McDermott pel- 
vimeter and of the anterior pelvic depth? From an 
obstetric standpoint, the birth canal is composed of two 
segments, a long one posteriorly and a short one anteri- 
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orly. The long posterior segment can be explored by 
vaginal examination. The diagonal conjugate is meas- 
ured, the contour of the sacrum determined, the prom- 
inence of the ischiatic spines felt, and it is determined 
whether or not the coccyx is ankylosed forward so that 
it might impede the descent of the presenting part. The 
anterior segment represents the shortest distance the 
fetal head must travel from the pelvic inlet to the outlet. 





Fig. 1.—Hanley-McDermott pelvimeter. 


It would seem reasonable that the length of this segment 
would influence the course of labor. Closer consideration 
will strengthen this opinion. First, just what is the true 
anterior pelvic depth? At a glance one is inclined to think 
it is the length of the symphysis, but, considering it from 
an obstetric standpoint, it must be this plus the distance 
down to the point where the divergence of the pubic rami 
will permit the fetal head to pass. There are two vari- 
ables, then, in the anterior pelvic depth, namely, the 
length of the symphysis and the divergence of the pubic 
rami. Measurement of either of these would have some 
obstetric significance, but their sum will give the true 
anterior pelvic depth. What are the effects of variation 
in this measurement? In the present view of the mechan- 
ism of labor, the head usually enters the pelvis in a trans- 
verse position. It descends into the hollow of the sacrum 
along a curve, using the promontory as a fulcrum. When 
it reaches the spines, the level of the midpelvis, further 
flexion and rotation into the anteroposterior diameter 
occurs. This rotation is influenced by the bony resistance 
anteriorly. If, with wide divergence of the pubic rami, 
there is little resistance, rotation is easily accomplished. 
If the rami are not sufficiently divergent anterior rotation 
may not occur. After rotation the head starts on a second 
curve, with the points of impingement on the pubic rami 
as the fulcrum. If the level of the spines is normal in re- 
lation to this fulcrum the suboccipital region presents 
and the optimal diameters of the head are available for 
extension. However, as the anterior pelvic depth in- 
creases, the head encounters the spines at a higer level in 
relation to the fulcrum of the extension curve and cannot 
descend adequately to present in its most favorable diam- 
eters. The result is midpelvic dystocia. 
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Variations of the anterior pelvic depth also affect the 
pelvic outlet. To understand why, one must first conside; 
what is truly the bony pelvic outlet. It is not the ischiatic 
tuberosities and the tip of the sacrum, as many seem tg 
think. Usually the distance between the tuberosities meas. 
ures 11 cm., so much wider than the average fetal heaq 
that it seldom contacts the pelvic bones at these points, 
Actually, as the head descends it impinges on bone at 
three places, along each pubic rami at the points preyj- 
ously mentioned, where the divergence is sufficient tg 
permit the head to pass, and at the tip of the sacrum or 
the coccyx if it is fixed anteriorly. Inasmuch as the pubic 
rami slant posteriorly, as the anterior pelvic depth in- 
creases the distance between the pubic rami and the tip 
of the sacrum will decrease, resulting in diminished outlet 
capacity. It appears, then, that the anterior pelvic depth 
is a function of both midpelvis and outlet. It seems logical 
that with the lengthening of this measurement midpelvic 
and outlet dystocia should increase. While the proper 
treatment of dystocia resulting from inlet pelvic contrac- 
tion can usually be ascertained after a few hours trial of 
labor, the treatment of dystocia caused by midpelvic or 
outlet contraction is difficult, and the correct procedure 
is often hard to determine. Unfortunately, watchful ex- 
pectancy does not always produce brilliant results. 


USE OF THE PELVIMETER 


The Hanley-McDermott pelvimeter was devised and 
presented to the profession in 1948 (fig. 1). The base is 
a fixed bar measuring 8 cm., with finger loops at both 
ends. One arm of the caliper is fixed at the midpoint of 
this bar, and the other end of the caliper is moveable. The 
distance between them in centimeters can be read di- 
rectly on a scale at the fulcrum. To obtain this measure- 
ment the patient is placed in lithotomy position, with the 
knees spread wide apart (fig. 2). The point where the 
divergence of the pubic rami reaches 8 cm. is palpated 
with the thumbs inserted through the finger loops. When 








Fig. 2.—Left, palpation of divergence of pubic rami to 8 cm.; right 
determining anterior pelvic depth. 


this is accurately determined the bar is held by inserting 
the thumb and middle finger tips of the left hand through 
the loops, and the tip of the moveable arm of the caliper 
is brought down on the upper border of the symphysis 
with the right hand. The anterior pelvic depth is then read 
directly on the scale. This measurement can be ascet- 
tained readily without discomfort to the patient, since 
there is nothing to insert in the vagina or rectum. A little 
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care <nd practice are required to do it accurately, and 
only v hen it is done precisely is it of any value. On pa- 
tients with marked obesity it is necessary to repeat the 
measurement as pregnancy advances in order to assure 
its accuracy. This measurement, along with the data de- 
termined on pelvic examination, gives a good picture of 
the bony factors involved in pelvic delivery. The measure- 
ment does not presume to usurp the obstetrician’s skill 
and knowledge in the conduct of labor. It will not solve 
the problems of uterine inertia, malposition of the pre- 
senting part, or of fetal distress. It simply gives a clinical 
evaluation of pelvic capacity without resorting to roent- 
genographic pelvimetery, which, in my opinion, should 
be used only where the pelvis is asymmetric. Further, it is 
my belief that, while the usually accepted techniques for 
roentgenographic pelvimetry are all reasonably accurate, 
too many elective unnecessary cesareans are done purely 
on the basis of roentgenographic findings. This has made 
the clinician assume an inferior role, for he has forgotten 
the old aphorism that, given a favorable presentation and 
position, strong uterine contractions frequently solve 
many obstetric problems. 

My associates and I have used this pelvimeter ex- 
clusively in our private practice since 1948. Experience 
has shown us that, when the anterior pelvic depth meas- 
ures from 7 to 9 cm., no midpelvic or outlet bony dystocia 
should be expected. When it measures from 9 to 10.5 
cm., minor problems will be encountered. From 10.5 
to 11.5 cm. the bony resistance is markedly increased, 
and above 11.5 cm. abdominal delivery will be the rule 
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unless the fetus is very small. From June, 1948, to Jan- 
uary, 1954, Dr. James V. McNulty, Dr. McDermott, and 
myself delivered 4,199 consecutive private patients, in 
whom difficult deliveries through the birth canal were 
almost completely eliminated, without, at the same time. 
making our abdominal deliveries beyond the usually ac- 
cepted proportion. In this series of patients there were 
no maternal deaths, and of the 4,239 viable children, 
including twins, there were no fetal deaths or injuries 
that could in any measure be the result of difficult de- 
livery. There were 1,542 spontaneous and 2,457 outlet 
forceps deliveries. Of the 4,199 patients delivered, 236 
(5.5% ) had low cervical cesarean sections; 99 (2.5% ) 
of these sections were primary. In this primary group, 
66 (1.5%) had abdominal deliveries because of bony 
dystocia. We had anticipated these because of the pa- 
tient’s increased anterior pelvic depth measurement; 
however, all were given a trial of labor. Only four in the 
entire group were delivered by mid-forceps. 


SUMMARY AND CONCLUSIONS 


The determination of the anterior pelvic depth by the 
use of the Hanley-McDermott pelvimeter is a rational 
procedure for determining the possibility of midpelvic 
or outlet dystocia. The measurement is not difficult to 
obtain and causes the patient little discomfort. For the 
past six years it has completely eliminated roentgeno- 
graphic pelvimetry in my practice except for patients with 
asymmetric pelves. The results were excellent. 


2010 Wilshire Blvd. (57). 
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This is a report of three patients with pancreatic cysts, 
all treated successfully by a Roux Y anastomosis. Using 
Mahorner’s classification,! we will discuss pancreatic 
cysts of traumatic or inflammatory origin. Technically, 
there is no difference in the surgical approach to a true 
cyst or pseudocyst of the pancreas. Although the number 
of pancreatic cysts is small, the statistics > have shown 
that 60% are pseudocysts and that trauma is the basic 
causal agent in 30% of all pseudocysts. One can consider 
acute pancreatitis * the basic factor in the formation of 
the pancreatic cysts due to obstruction and dilatation of 
the pancreatic ducts. 


SURGICAL TREATMENT OF CYSTS 

Several procedures have been used in the surgical 
treatment of these cysts. Since 1862, when Le Dantu 
tried external drainage, the surgery of the pancreatic cyst 
has been modified according to the new knowledge of 
pancreatic physiology. Nevertheless, many surgeons still 
employ marsupialization.* This is objectionable on the 
basis of the loss * of electrolytes, fluids, and enzymes and 
skin erosion.® The ideal treatment should be the excision 
of the cyst.’ This is feasible only in about 25% of the 
cases Owing to dense adhesions that bind the cyst to the 
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surrounding surfaces such as large blood vessels, the 
common bile duct, and the liver. 

In 1911 Ombredanne * was the first to use the inter- 
nal drainage of a pancreatic cyst by cystoduodenostomy. 
Since then different hollow viscera * have been used for 
gastrointestinal drainage of these cysts. Walzel’ pro- 
posed the cystocholecystostomy, because he believed in 
the absorption of the cyst fluid by the gallbladder mu- 
cosa. Cystogastrostomy '° was advised by Jurasz in 1931, 
but this internal drainage has resulted in some accidents, 
such as ulceration and hemorrhage of the cyst wall due 
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to proteolytic action of the gastric juice and chronic infec- 
tion of the cyst cavity due to retention of the gastric 
material. 

In looking for a more physiological internal drainage, 
Greissmann proposed the Roux Y technique in the cysto- 
jejunostomy that was performed by Hahn" in 1927. 
With this procedure one has dependent drainage,'* and 
there is minimal risk of infection or activation of the pan- 
creatic enzymes. Similar results can be had if one ad- 
joins a Braun anastomosis to the cystojejunostomy. When 
using the Roux Y technique," the distal limb of the jeju- 
num should be 20 to 25 cm. in length, with the proximal 
end 15 to 20 cm. from the Treitz ligament. In the last 
four years we have seen three cases of pancreatic cysts 
that were treated by cystojejunostomy by the Roux Y 


Fig. 1.—Pressure deformity of stomach caused by a retroperitoneal cyst. 


technique. For physiological reasons we preferred in- 
ternal drainage, as advised by Greissmann, in these cases. 


REPORT OF CASES 


Case 1.—A 57-year-old woman with a history of mild dia- 
betes of about one year’s duration was hospitalized. Her chief 
complaints were of epigastric pain, eructation, and loose stools 
containing food particles. On physical examination, a grapefruit- 
sized mass was felt in the left upper quadrant. Moderate tender- 
ness in both upper quadrants was present. There was a red 
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blood cell count of 4,300,000, with 13.4 gm. of hen 2lobin 
per 100 cc., and a white blood cell count of 5,600, wi: 62% 
neutrophils. The nonprotein nitrogen was 37 mg., th blood 
sugar was 152 mg. per 100 cc., and the icterus index wa. § meg, 
The urinalysis was normal. 


Fig. 2.—Extrinsic pressure on stomach and spread of duodenal loop 
caused by a retroperitoneal cyst. 


Fig. 3.—Stomach displaced to left and anteriorly by cyst bound to liver, 
stomach, and pancreas. 
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A roentgenographic upper gastrointestinal series showed pres- 
sure deformity of the antrum of the stomach with displacement 
anteriorly and superiorly. There was medial displacement of 
the fourth portion of the duodenum and the upper portion of 
the jejunum, just distal to the ligament of Treitz (fig. 1). 

Surgery was performed with the patient under propylene, 
nitrous oxide, and ether administered endotracheally as the 
anesthetic. An upper left paramedian incision was made. A 
retroperitoneal grapefruit-sized mass was found pushing the 
stomach anteriorly and superiorly. The duodenum and jejunum 
were dislocated inferiorly and medially. The cyst was approached 
through the gastrocolic ligament, which when opened disclosed 
a spherical cyst measuring 12.5 cm. in diameter in the distal 
body of the pancreas. The splenic vein was markedly dilated 
and tortuous, apparently due to the mechanical compression of 
this vein as it crossed the cyst. Enteric drainage was decided 
upon. The contents of the cyst were aspirated through its most 
dependent portion, and, in this same area, an incision 2.5 cm. 
in length was made through the cyst wall. A Roux Y anastomo- 
sis 25 cm. from the ligament of Treitz was created with the 
defunctionated limb 25 cm. in length. This limb was then brought 
through the transverse mesocolon and anastomosed to the cyst 
wall with a double row of interrupted nonabsorbable surgical 
sutures. 

Case 2.—A 52-year-old man, who had been hospitalized twice 
in the previous six months, was treated on his first admission 
for chronic hepatitis and ascites. Discharged, he was followed 
in the outpatient department. His second hospitalization was 
required by the rapid development of a mass in the midepi- 
gastric region. There was no history of jaundice or trauma. Blood 
studies revealed a red blood cell count of 3,950,000, with 11.7 
gm. of hemogiobin per 100 cc., and a white blood cell count 
of 5,600, with 46% neutrophils. The nonprotein nitrogen was 
30 mg., the amylase 32 units, and the blood sugar 90 mg. per 
100 cc., and the lipase 1.05 cc. The total protein was 8.38 gm., 
the albumin-g!obulin ratio was 4.05 to 4.33 gm., the alkaline 
phosphatase 11.12 units, and the phosphorus 3.98 mg. The total 
bilirubin was 0.5 mg. per 100 cc. The thymol turbidity and 
the flocculation tests were negative in 48 hours. Urinalysis was 
normal. 

A roentgenographic upper gastrointestinal series showed 
marked extrinsic pressure on the antral and midportion of the 
stomach with anterior and superior displacement and spread 
of the duodenal loop with anterior displacement (fig. 2). 
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Surgery was performed with the patient under propylene and 
nitrous oxide administered endotracheally as the anesthetic. An 
upper transverse incision was made. A large retroperitoneal cyst 
was found extending from behind the lesser omental sac to the 
middle of the mesenteric root. Aspiration and analysis of the 
content proved it to be of pancreatic origin. Since this cyst was 
so large, approach to it was carried out through the posterior 
peritoneum at the level of the third lumbar vertebra. The same 
technique was followed as in case 1 from this point. 


Case 3.—A 42-year-old woman was admitted to the hospital 
with a history of upper abdominal pain that was aggravated by 
movement. There was no history of jaundice, abdominal 
trauma, or diarrhea. On physical examiration, a large, firm mass 
with no connection to the spleen was palpated in the left upper 
quadrant. Blood studies revealed a red blood cell count of 
2,610,000, with 8.3 gm. of hemog'obin per 100 cc., and a 
white blood cell count of 13,000, with 76% neutrophils. The 
nonprotein nitrogen was 19 mg., the creatinine was 0.5, the 
blood sugar was 87 mg. per 100 cc., and the amylase was 49 
units. The total protein was 6.2 gm., and the albumin-globulin 
ratio was 2.88 to 3.32 gm. per 100 cc. The thymol turbidity 
and flocculation tests were negative in 48 hours. The urinalysis 
was normal. A roentgenographic upper gastrointestinal series 
showed marked d’splacement of the stomach to the left and 
anteriorly with irritability of the posterior wall of the stomach 
(fig. 3). 

Surgery was performed with the patient under propylene, 
nitrous oxide, and oxygen administered endotraceally as the 
anesthetic. A large cyst bound to the inferior aspect of the liver, 
the posterior stomach, and the body of the pancreas was found. 
Needle aspiration gave turbid bloody fluid. Excis‘on of the 
cyst was technically impossible. A Roux Y anastomosis was per- 
formed with the distal limb brought anterior to the transverse 
colon and the stomach. 


CONCLUSIONS 
From Le Dantu to Greissmann the surgical treatment 
of pancreatic cysts has followed the advance of surgical 
technique and pancreatic physiology. When the excision 
of the cyst is not feasible, internal drainage by cysto- 
jejunostomy by the Roux Y technique seems to be the 
treatment of choice. 


86 E. Randolph St. (1) (Dr. Bornemeier). 
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The West Virginia Board of Control authorized a 
lobotomy project in the state hospitals in 1952. During 
12 days in the summer of that year 228 patients were 
subjected to transorbital lobotomy. There were four 
fatalities, two of them due to hemorrhage and two to 
dehydration as proved by necropsy. A year later 85 of 
the patients operated on were out of the hospital. Most 
of these, as well as all the hospitalized ones, were studied 
from the standpoint of social adjustment. This was a 
major project, some pilot studies in previous years having 
yielded promising results. The program did not meet with 
wholehearted acceptance by relatives of patients, so that 
4 control group was available whose relatives refused 
permission for operation. This control group numbered 
202 patients. One year later five of these patients were 
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out of the hospital, and two had died. Of the 195 patients 
remaining in hospital not more than 8 could be consid- 
ered improved. 
CHOICE OF PATIENTS 

The patients subjected to operation, as well as the 
control cases, were for the most part severely chroni- 
cally psychotic patients. The average duration of hos- 
pitalization was 5.7 years. In most instances electroshock 
therapy had been used liberally without producing any 
sustained improvement. Some of the patients had been 
admitted on two or more previous occasions, and some 
had remained in the hospital for almost 10 years. The 
majority were suffering from various types of schizo- 
phrenia, but there was a scattering of patients with 
epilepsy, mental deficiency, and involutional and organic 
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psychoses. Two-thirds of the patients were confined on 
disturbed wards and represented problems in manage- 
ment, and only 4% were working outside of their wards. 
Physical complications rarely proved to be contraindica- 
tions. In this group there were only a few patients with 
active tuberculosis, but the results of transorbital lobot- 
omy in these cases were so satisfactory that larger num- 
bers of tuberculous patients were operated upon during 
subsequent projects.’ In these patients intravenous anes- 
thesia was preferred. Arteriosclerosis, hypertension, and 
compensated cardiac disease proved to be no contraindi- 
cations. Pregnant patients presented no complications. 
No patients were selected for operation who showed 
signs of ocular infections or glaucoma. Malignant disease 
was not encountered in this series. Organic disease of the 
brain yielded no complications but, on the other hand, 
was not favorably influenced by transorbital lobotomy. 


TECHNIQUE OF TRANSORBITAL LOBOTOMY 
The patients received no premedication; food was 
withheld for at least four hours before operation. The 
patient was placed on the operating table and given from 
two to four electroconvulsive shocks within a period of 





Fig. 1.—Patient, aged 49, (A) before lobotomy, (B) one year after 
operation. 


five minutes. As the final convulsion subsided a towel 
was placed over the nose and mouth. Standing behind 
the head of the patient, the operator elevated the right 
eyelid and introduced the point of the transorbital leu- 
kotome into the conjunctival sac 3 cm. from the midline, 
pressing on the eyeball to bring the shaft of the instru- 
ment parallel with the bony ridge of the nose. A few taps 
of the hammer served to drive the point of the instrument 
through the orbital plate until the 5 cm. mark of the 
instrument was opposite the upper eyelid. The second 
instrument was introduced in the same manner on the 
left side. If the orbital plate proved to be rather thick 
the leukotome was withdrawn and replaced by the orbito- 
clast, a larger instrument that would not break, even with 
the application of great force. With the instruments in 
place the operator separated the handles of the instru- 
ments as far as the confines of the orbits would permit, 
still in the plane of the nose. He then returned them 
halfway to the parasagittal plane and drove them 2 cm. 
deeper, so that the double line on the shaft of the instru- 
ment was opposite the margin of the upper eyelid. Allow- 





1. Tait, H. S.; Cheng, S., and Freeman, W.: Transorbital dobotomy in 
Tuberculous Mental Patients, to be published. 
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ing 2 cm. for the orbital tissues, this meant that the poin 
of the leukotome or orbitoclast was 5 cm. within the 
frontal lobe. The handles were touched over the nose 
separated again by a total of 45 degrees, making « “\" 
with the nose, and then elevated through an are tha 
varied from 20 degrees to 75 degrees with the plane oj 
insertion. The handles were brought to the parasagitta) 
plane and a profile photograph was taken, after which 
the instruments were withdrawn and gauze pads were 
placed over the lids. 

The use of electroconvulsive shock as anesthesia jin 
transorbital lobotomy is preferred because of the ease 
with which it can be administered to unruly patients 
because of the prompt recovery from the effects of the 
shock, because of the quicker clotting of the blood, ang 
because of the temporarily beneficial effects of shock 
therapy in reducing overactivity of the patient. There 
were no recognized fractures in this series. Tuberculous 
patients were operated on under thiopental (Pen- 
tothal) sodium anesthesia and a few cooperative patients 
under local anesthesia with 1% procaine hydrochloride 
solution. No infectious complications occurred in this 
series. The conjunctival sac is almost always sterile, and 
there is a free flow of tears in response to electric shock. 
tears being bacteriostatic. The pressure within the cranial 
cavity is higher than that within the orbit, so that the 
orbital tissues are filled with blood and ventricular fluid 
within a few minutes or hours after the operation. The 
patient cannot possibly contaminate his wound. 

The manipulation of the instruments, as described 
above, severs the thalamofrontal radiation as it bends in 
a compact bundle around the anterior horn of the ven- 
tricle after passing between the insula and the caudate 
nucleus. This radiation passes above the anterior com- 
missure before spreading out in various directions within 
the frontal lobe. Hence it is not necessary for the points 
of the instruments to reach the base of the frontal lobe. 
The depth of the cut determines the result of operation. 
A relatively shallow cut, 20 to 30 degrees, suffices in 
aged patients with marked anxiety, whereas a deep cul 
of 60 degrees or more is apt to be more successful in 
patients with severe, chronic schizophrenia. Too deep a 
cut in aged patients results in undesirable inertia. In case 
of doubt it is better to err on the conservative side and to 
reoperate if the patient relapses or fails to improve. 


AFTER-CARE OF PATIENTS 

The patients in this study were removed to large wards 
where they could be kept under close observation. Peni- 
cillin, 300,000 units, was injected as a precautionary 
measure and repeated in six hours. The patients were 
allowed out of bed as soon as they were able to walk 
and were given liquids and then regular food as soon as 
they showed interest. In a number of patients there was 
seepage of blood and fluid from the conjunctival sacs 
for a few hours. This was encouraged, rather than pre- 
vented by compresses, because the amount of blood lost 
in this manner was trivial, while compresses might have 
favored the formation of intracerebral hematomas. For 
the most part the patients could be returned to their own 
wards within four days following operation. In two cases 
in which hemorrhage developed, as indicated by deep- 
ening stupor and paralysis, the patients were returned 
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io the operating rooms and a 15 gauge needle was intro- 
duced beneath the eyelid on the suspected side and blood 
and tissue fragments aspirated. Neither of these patients 
survived, although this maneuver had been successful 
in about half the cases in which it had been employed 
in other patients. The two fatalities that resulted from 
dehydration happened in very hot weather, and the pres- 
ence of shock was not recognized in time. Necropsies 
revealed no significant bleeding within the cranial cavity. 
Two patients sustained fractures involving the paranasal 
sinuses. In both instances this was recognized imme- 
diately by the escape of blood from the nose and mouth. 
Neither of these accidents resulted in the formation of 
a fistula with cerebrospinal rhinorrhea. Additional doses 
of penicillin were administered as long as the leakage 


-ontinued. 
contin RESULTS OF LOBOTOMY 


Following transorbital lobotomy there is swelling and 
ecchymosis of the eyelids. The swelling disappears in a 
day or two and the discoloration in 10 days or two weeks. 
Even before the eyes have cleared, however, there is 
noted a change in the facial expression. The corners of 
the mouth are no longer turned down, the brow is not 
furrowed, nor do the lower eyelids droop so as to reveal 
sclera beneath the cornea. The distorted expressions of 
fear, hate, and torment give way to relaxed and some- 
times smiling friendliness. With the passage of months 
there is often a gain in weight that alters the contours 
of the face. Before and after photographs (fig. 1 to 3) 
reveal in a more striking manner than the bare statistics 
the fact that lobotomy relieves distress. When this is 
accomplished the process of rebuilding the patients’ 
social existence becomes possible. 

Home Adjustment.—Experience has shown that the 
chance of getting a patient home after lobotomy is about 
doubled if the relatives can be persuaded to adopt re- 
sponsibility for the patient within two weeks after oper- 
ation. For several days after lobotomy most patients are 
tranquil, friendly, and cooperative. They eat well, sleep 
well, do what they are told, and seem to come back 
suddenly into the world of reality. Most of them do not 
realize they have been operated on and, when so in- 
formed, receive the statement with indifference. They are 
equally unperturbed by their strange appearance with 
marked swelling and ecchymosis of the eyelids. They are 
unable to formulate any ideas about the changes that 
have occurred in them, are not interested in themselves. 
They forget incidents in their psychotic period that stand 
out in sharp detail in the memories of their relatives. 
This is the best time to get the patient home. About a 
week after one of the operative sessions a large group 
of relatives was invited to meet at the hospital to learn 
about transorbital lobotomy. The superintendent dis- 
cussed for them the function of the hospital in caring for 
the patients, and one of us (W. F.) described the nature 
of the operation and the responsibilities of the families 
in caring for the patients after release. About 20 patients 
already operated on were sitting with their relatives in the 
auditorium, so that relatives of patients yet to be operated 
on had a chance to see the immediate results of trans- 
orbital lobotomy. This meeting resulted in so many pa- 
tients being released that similar meetings were held on 
later occasions. 
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It was explained to the relatives that the patients op- 
erated on would pass through three stages of conva- 
lescence. The first one, lasting for about two weeks, 
would be characterized by relaxed friendliness, indo- 
lence, some confusion, and forgetfulness. This would be 
a rather easy period. The second period, beginning about 
two weeks after operation and lasting for six weeks to 
six months, would be characterized by more difficult 
behavior, with indolence, irritability, defiance, and per- 
haps resurgence of complaints. This was called the echo 
period, and it was pointed out that in favorable cases 
the echoes would die away. The families were urged to 
carry through this period with firmness, patience, and 
forbearance, helping the patients to regain some of the 
social skills that they had lost during the period of illness. 
At the same time it was made clear to the relatives that 
if the task proved too difficult they were to bring the 
patients back to the hospital for further treatment and 
again after a few weeks to make another trial at home. 
Rehabilitation of patients by electroshock and other 
methods is more effective after than before lobotomy. 
Special problems were presented to relatives, such as 





Fig. 2.—Patient, aged 27, with catatonic schizophrenia, (A) before 
lobotomy, (B) 16 months after operation. 


enforcing personal care rather than waiting on the 
patients, preventing them from getting any alcoholic 
beverages, encouraging the patients to participate in 
household tasks, and shielding them, during their con- 
valescence, from too much social activity. Movies were 
preferable to church until good social habits had been 
regained. Relatives were cautioned not to expect patients 
to become interested in work until they had learned to 
play. It was specifically stressed that the patients should 
be shifted from one task to another, and that defiance 
should be met with a change of activity rather than by 
too much insistence. On the other hand, it was empha- 
sized that patients were no longer sensitive to criticism 
and that open and direct methods could be used in place 
of suggestion and hinting. 


FOLLOW-UP OF PATIENTS 


During the summer of 1953 most of the discharged 
patients were visited in their homes or at their places of 
employment. While 85 of the 224 survivors were out of 
the hospital at that time, more than 50 others had been 
out of the hospital for short periods but had proved too 
difficult for relatives to handle at home and had conse- 
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quently been returned to their hospitals. The home 
adjustment of the patients varied greatly. Some of them 
were in positions of relative importance, earning a living, 
or going to school. One patient had been inducted into 
the service the day before the visit. Others were keeping 
house in more or less effective fashion. Some of these 


TABLE 1.—Age and Ability to Live Outside Hospital 


No. of Percentage 
Yr. Cases at Home 
I iuebei teak wor ceetdesidaheameaus’ 2 a 
ed alah diddshdalechid this aieadiheitinidinitaiacidlataimacdidnaeney 42 33 
PE aebeeesecisbesde ccs aseuneieeeens ase 57 46 
Gnddeniees60dtstedseenidceenctsduccesesee 72 43 
Pn sbtitecrtinwcnteeneted oad teeekeateesownanes< 36 39 
Ditivelvthssboepeansoeses eandnedeondsevdoues 5 40 
SP avdkidwcersssareberervetadededvensecesee 5 25 


TABLE 2.—Duration of Hospitalization 


No. of Percentage 

Duration Cases at Home 
PP cnctck Vecereses cise dovessoeusans 4 75 
PER Fe SEST Hes CSTE REEHC RENE STCORECOSEHS 9 67 
Mesa enitdidseseeieceetad nbubheewenaduas 19 63 
Pe isenssSedseNhbeeseee tesewerertaanaeente 24 38 
Et Pidcedelbddvordsdes Geameveweatvanheenebnes 35 66 
ra tied daceiw oases sieaaeeuene nar eaaneuies 35 31 
DP Meee ckni pr nerehacatepenebewaweenee 50 34 
tise dov cu davodbiennieeaewebaoesede 42 17 

DOE Gee ccccceccccccccsssevccccecsceseoees 


homes were far from tidy. Some of the patients were in 
less satisfactory condition but, nevertheless, managed to 
remain at home closely supervised by their families. The 
attitudes of various members of the families differed just 
as much as did the patients’ conditions. It was remarkable 


TABLE 3.—Diagnosis 


No. of Percentage 
Cases at Home 
IID» Sancnccaussswewcnsesuneaunsos 1 100 
Schizophrenia 
 ti.c induces otecamenndeowmneneee 46 30 
IID cn nco Gouewemesmeuba ducer ese 45 42 
DE Ji. 0ciaseehalccneaeueteewuenuanbe 60 52 
REN * dainiae+-4ese8 oc dee cadepeaneaneanenwed 22 45 
By SIE d erin onnacnaecwerseesdnees 5 100 
DET ivccacdnsadeausetcawaderesensoeew 7 86 
EE daaewndceseduccsderinesineetceeeneve er 2 ° 
DEE chi cigddiwavadhresioasseeoeubeoeiie 10 
PE detibdiebinhchidanaceccesisaeeieuedvne 5 eee 
DT nn” \s..ccctivdonepesessceveses 12 17 
EE oc anc dnbasuekenssaceneaebbanses 4 





* Most of these patients could be classed as schizophrenic in their 
behavior. 


TABLE 4.—Status of Patients After Lobotomy 


Before After 
Operation Operation 
——L TI, 
Status No. % No. % 
INE at ciscciedcuanky Wanna ewiekaweins 146 64 47 21 
RS IEE ee ee 73 32 72 31 
EE URES niece ab rewnbu sees 9 4 17 8 
PE Ribetiaktewanciadhshidwenenare ~ ke 85 37 
IU IIE, oaisicnncccedecctecs a an 4 2 
ET MEE ed dveccvcepdases ap aces we és 3 1 


in some cases that the families had been able to put up 
with the lazy, slovenly person that had been released 
from the hospital; nevertheless, in most instances there 
was a remarkable lack of complaint heard, either from 
the patients or from the relatives. A general air of re- 
laxation seemed notable. 
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Some of the patients of the 1952 series were 1 per. 
ated on during 1953. These patients had either s jowp 
inadequate improvement or had relapsed. Only « fey, 
patients were benefited by reoperation, but one o» two 
outstanding cases seemed to show that the attempt was 
worth while, especially when study of the photog:aphs 
showed that at the first operation the oblique incisions 
had not gone deep enough. A further check on the 195? 
series of patients was made in March, 1954, and it wags 
found that only 2 of the 85 discharged patients had re- 
turned to the hospital, and that an additional 5 patients 
were at home. This seemed to indicate a reasonable de- 
gree of stability on the part of the patients who were 
operated on. Survey of the patients remaining in the hos- 
pital at the end of one year showed that there had been a 
reduction of the number of disturbed patients from 67% 
to 21%. The number of idle patients was unchanged, and 
working patients had increased from 4% to 8%. 

Costs, Savings, and Earnings.—The cost of the 195? 
project was $2,300. Based on a per diem cost of $2.04 in 
the state hospitals of West Virginia, the savings to the 
state in the year following the 1952 project were $48,000. 
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Fig. 3.—Patient, aged 40, with catatonic schizophrenia, (A) before 
lobotomy, (B) one year after operation. 


Patients were asked about their earnings from the time of 
discharge through July, 1953. The total earnings were es- 
timated at $9,140. This did not include farm workers, 
housewives, and others who, nevertheless, were produc- 


tive. 
SUBSEQUENT PROJECTS 


During the summer of 1953, 285 patients were oper- 
ated upon, including 17 reoperations, with 2 operative 
fatalities and no later deaths due to other causes. When 
the results were tabulated in May, 1954, it was found 
that of the survivors 107, or 38%, were then out of the 
hospitals. In January and March, 1954, 115 patients 
were operated upon, 9 of them for the second time, with 
4 postoperative deaths. At the end of May a total of 44 
were out of the hospitals. 


COMMENT 


Table 1, based on the 1952 study, shows that age is 
an insignificant factor in the ability of patients to live out- 
side the hospital. The duration of hospitalization is of 
great importance in the eventual result (table 2). After 
more than three years of hospitalization there is a sharp 
drop in the number of patients able to get along outside 
the hospital. It is safer to operate than to wait. Patients 
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with affective disorders are more likely to adapt outside 
the hospital, while those with mental deficiency, psy- 
choputhy, epilepsy, and organic disorders have only a 
minimal chance (table 3). Patients with schizophrenia, 
representing the bulk of those operated on, respond fairly 
well, particularly when operated on within the first two 
years of hospitalization. Lobotomy relieves wear and 
tear (table 4). When patients are no longer driven to 
desperation by their inner experiences they can adust 
better in their social medium. The failures, the 21% still 
listed as “disturbed,” are mostly patients with chronic 
schizophrenia whose behavior after lobotomy continued 
to be dominated by hallucinations. Among these dis- 
turbed patients, however, are a number of epileptics and 
mental defectives, many of the latter probably suffering 
from the later stages of childhood schizophrenia. 
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SUMMARY 

Transorbital lobotomy in the state hospitals of West 
Virginia has been performed on 602 patients with the 
result that a substantial number of patients (38% ) are 
able to live at home. The clearest indication that lobot- 
omy relieves distress is gained from comparison of pre- 
operative and postoperative photographs. In addition to 
the relief of distress, lobotomy reduces considerably the 
number of patients requiring seclusion. Lobotomy is a 
prime factor in abolishing “violent wards.” A lobotomy 
project in a state hospital accomplishes notable savings 
in the maintenance of patients. Furthermore, discharged 
patients earn more in a year than the total cost of the 
project. 

Box 1376, Los Altos, Calif. (Dr. Freeman). 








Among the rarer forms of juvenile heart disease is that 
which arises in the course of familial xanthomatosis. The 
following record is presented in some detail not only be- 
cause of its significance in the development in early life 
of atherosclerosis and myocardial infarction, but also be- 
cause of its possible relevance to the pathogenesis of cal- 
cific aortic stenosis. 


REPORT OF A CASE 


The patient was of Greek parentage but had been born and 
had spent all of his life in New York City. He was first seen 
at the New York Hospital on Nov. 17, 1952, and died there at 
the age of 20 on May 4, 1953. Xanthomas were first noted by 
his parents when he was 4 years old. Three years later an apical 
systolic murmur was heard, and his serum cholesterol concen- 
tration was found to be 440 mg. per 100 cc. During his boy- 
hood the xanthomas gradually became more prominent, and 
several were surgically removed. By the time he had attained 
the age of 13 the heart murmur had become louder and he was 
inconvenienced by dyspnea, angina, and dizziness on slight ex- 
ertion. Examination when he was 15 revealed a thrill syn- 
chronous with the loud systolic murmur, left ventricular 
hypertrophy, and inversion of T waves in the electrocardiogram. 

During the next four years there was steady progression of 
his disease, and at the time that he entered the New York Hos- 
pital he was complaining of frequent exertional precordial pain, 
palpitation, and faintness. Dyspnea had become an increasingly 
troublesome symptom, and his legs had begun to swell. On 
two occasions he noted gross hematuria. Painstaking history of 
his infancy and early childhood failed to reveal any manifes- 
tations indicative of rheumatic fever. His later course was 
marked by no episodes that suggested the presence of a chronic 
rheumatic state. 

His immediate family consisted of his father, mother, and 
four brothers, all of whom considered themselves in good health. 
None of his relatives had exhibited xanthomas or had suffered 
from anything suggesting the complications of atherosclerosis. 
It was found, however, that one of the brothers, aged 22, had a 
plasma cholesterol concentration of 346 mg. per 100 cc., and 
the plasma of another brother, aged 36, contained 408 mg. per 
100 ce. of cholesterol. Other members of the family could not 
be examined. 
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The patient was thin, dyspneic, and slightly orthopneic. Bi- 
lateral arcus senilis was apparent. Xanthomas were seen in great 
variety. They appeared as xanthelasma on the upper and lower 
lids; as xanthoma planum over the posterior surface of both 
pinnas, in the antecubital fossae, on the anterior chest, between 
the fingers, and in the skin grafts that had been placed over 
areas from which tumors had been removed; as xanthoma tubero- 
sum of varying size in many areas; and as xanthoma tendinosum 
on the palmar tendons and on the tendons beneath the soles 
of both feet. Bulging, yellowish, hard subcutaneous nodules were 
seen over the elbows, fingers, buttocks, knees, ankles, and 
Achilles tendons. A few of the lesions are shown in figure 1. 

The heart was enlarged both to the right and to the left. 
Normal sinus rhythm was interrupted by multiple premature 
ventricular contractions. The heartbeat was pounding, with 
rapid plateau pulse and blood pressure of 90 systolic and 55 
diastolic. A systolic thrill felt over the entire precordium was 
most intense in the aortic region. A loud rough systolic murmur 
corresponding in time to the thrill was heard over the pre- 
cordium, with wide transmission to the neck, apex, both axillas, 
and the left back. This also was loudest in the aortic area. The 
aortic second sound was snapping and much louder than the 
pulmonic second sound. 

The chest was moderately increased in its anteroposterior 
diameter and showed anteriorly a funnel-shaped deformity sug- 
gestive of early rickets. Numerous rales were heard over all parts 
of both lungs. The liver was felt three fingerbreadths caudad to 
the costal margin in the midclavicular line. The ankles were 
slightly edematous. There was transient albuminuria with showers 
of red blood cells. Hypercholesteremia was found; plasma con- 
centrations varied between 529 and 716 mg. per 100 cc. The 
electrocardiogram was interpreted as indicative of left ventricular 
hypertrophy and coronary artery disease. 

The patient was treated as having heart failure in the course 
of serious atherosclerotic and valvular heart disease. In addition 
to the usual remedies and procedures, 10,000 rat units of ethiny! 
estradiol (Estinyl) was given daily, with the hope of modify- 
ing the extremely abnormal lipid composition of the plasma. 
Although it was continued for a time sufficient to cause loss of 
sexual desire and a considerable bilateral gynecomastia, its 
effects were obscured, and its use was finally interrupted by the 
development of more serious symptoms dependent upon myo- 
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cardial infarction, repeated embolization of the kidneys, throm- 
bophlebitis of the legs, and extensive pulmonary infarcts. Tran- 
sient pulmonary edema occurred with increasing frequency. 
Urgent dyspnea, pleuritic pain, fever, leukocytosis, and cough 
with brown sputum, later becoming pink and frothy, marked the 
development of serious and extensive multiple pulmonary in- 
farctions that were followed in several days by the patient’s 
rather sudden death. a 





Fig. 1.—A, Extensive xanthelasma of both lids. B, Hands and knees 
Showing numerous tuberous xanthomas and xanthoma planum and caro- 
tinemic pigmentation at sites of skin grafts in the web between thumbs 
and forefingers. 


PATHOLOGICAL FINDINGS 


Gross Examination—The heart was enlarged and 
weighed 550 gm.; all of the chambers were dilated, and 
the left ventricle was markedly hypertrophied. The thick- 
ness of the wall of the left ventricle was 18 mm., and that 
of the right, 5 mm. A 3 cm. mottled red and yellow infarct 
occupied the apex of the left ventricle and the anterior 
part of the septum. Adjacent to this recent injury there 
were white myocardial scars over a 3 cm. area in the 
middle portion of the septum. A 2 cm. antemortem mural 
thrombus was attached to the apical portion of the left 
ventricular endocardium. 

The aortic valve was firm, stenotic, and of the “‘fish 
mouth” type. The degree of deformity is indicated in fig- 
ure 2. The valve measured 4 cm. in circumference and 
admitted only one finger tip. An irregular, bulging, partly 
calcified nodule measuring 4 mm. on its ventricular sur- 
face occupied a portion of the left anterior cusp adjoining 
the ostium of the left coronary artery. The valve margins 
were rolled inwardly and scarred; the commissures were 
fused. Numerous bright and pale yellow atheromatous 
deposits were evident in the cusps of the valve, in the 
bases of the sinuses of Valsalva, and in the ventricular 
endocardium proximal to the valve cusps. Grossly the 
valve and the ventricular endocardium beneath it pre- 
sented evidence of both remote and recent injury from the 
abnormal deposit of atheromatous material. 





J.A.M.A., Nov. 6, 1954 


The mitral valve was extensively involved, wii) de- 
posits of xanthomatous material that were especially 
prominent at the margins of the leaflets and extended 
along the chordae tendinae. In the aortic leaflet « net. 
work of small blood vessels adjoined an especially large 
atheromatous patch. In spite of the extensive lipid de. 
posits there was little thickening of the leaflets. There was 
no verrucous endocarditis, marginal fusion, retraction, or 
fibrous union of the leaflets to the wall. The chordae 
tendinae were not shortened, thickened, or adherent to 
each other. The valve measured 9 cm. in circumference 
and could not be regarded as functionally insufficient or 
stenotic. The endocardium above the posterior leaflet of 
the mitral valve was normal; no McCallum’s patch was 
noted. 

The pulmonary valve displayed a few soft, bright yel- 
low xanthomatous patches without calcification, scarring. 
or deformity. Of interest was one atheromatous patch 
placed precisely at the commissure of the middle and an- 
terior cusps of the pulmonary valve. The valve cusps were 
not fused, and there was no thickening along the line of 
closure. The tricuspid valve appeared to be entirely nor- 
mal. There were no xanthomatous plaques. The chordae 
tendinae were not shortened, thickened, or adherent 
each other. 

The aorta and its branches were involved throughout 
with irregularly distributed atheromatous patches that 
were extensively calcified and frequently ulcerated. The 
coronary arteries were narrowed at their ostiums and 
were thickened and atheromatous, but they displayed rel- 
atively little calcification. The pulmonary arteries were 
extensively involved, with numerous yellow raised non- 
calcific patches similar to those seen in the aortic, mitral. 
and pulmonary valves. 

Massive pulmonary embolism with multiple pulmo- 
nary infarcts and fibrous pleuritis was evident. A grayish- 
pink friable thrombus was wedged into the upper branch 
of the left pulmonary artery. Somewhat darker and softer 
thrombi filled the lower branches of the left and right pul- 





Fig. 2.—Calcific aortic stenosis showing thickening, fusion of com- 
missures, narrowing, and xanthomatous infiltration of the valves. 


monary arteries. A 5 cm. hemorrhagic infarct occupied 
the medial half of the left apex, and a smaller one was 
seen at the lateral side of the left upper lobe bordering the 
interlobar fissure. The pleura over the infarct was cov- 
ered by a thin fibrinous deposit. The source of these in- 
farcts, though probably thrombi in veins of the leg, was 
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not established by the postmortem examination. It is 
notable, however, that the venous plexuses surrounding 
the prostate contained many dark red, somewhat friable 
thrombi that showed microscopically some organization 
and that were firmly attached to the intima. 

In the kidneys there were old and recent infarcts. Yel- 
low, triangular areas of necrosis measuring 1 to 2 cm. in 
diameter, surrounded by dark red rims, were seen in the 
jower poles of both kidneys and in the middle portion of 
the left kidney. On the surface of the left kidney there 
were five shallow, irregular, greyish-red depressions 
measuring up to 1.5 cm. in diameter and apparently rep- 
resenting scarred cortex. The testes were pale yellowish 
brown and soft, and the tubules could not be picked from 
the cut surface as in the normal state. Microscopically the 
seminiferous tubules had a thickened, hyalinized mem- 
brane and did not show evidence of spermatogenesis. The 
mammary glands were felt as firm disks measuring 10 cm. 
across and 1.5 cm. in thickness. Microscopically the 
mammary ducts were proliferating, with slightly hyper- 
plastic epithelium. 

Microscopic Examination.—Atherosclerotic lesions of 
the cardiac and vascular structures were of both old and 
recent origin. In the aortic valve there were many clear 
areas indicative of cholesterol crystal deposits. Many 
foam cells or lipophages were seen not only at the base 
of the aortic valve but also on the surface and in the 
deeper structure of the valve itself. Cholesterol deposits 
and collections of foam cells could be distinguished alone 
and imbedded in the midst of dense scar tissue. Such 
changes are shown in figure 4. 

In the intima of the coronary arteries similar areas of 
foam cells and cholesterol deposits were surrounded by 
lymphocytic infiltration that in some places presented 
an almost granulomatous appearance. The infarcted area 
of the myocardium showed many small vessels occluded 
by thrombi. Large foci of necrosis interlaced by small 
patches of swollen, granular, closely packed muscle cells 
and scattered areas of interstitial fibrosis impinged upon 
the musculature. Both the intima and the media of the 
thoracic aorta contained many thin-walled blood vessels, 
some of which were surrounded by lymphocytes and 
foam cells. 

Blocks of tissue for microscopic study to determine 
the presence or absence of rheumatic stigmas were ob- 
tained from the following important sites of the heart: all 
four valves, the pericardium, the left and right auricles, 
the myocardium of the left and right ventricles, the inter- 
ventricular septum, and the left posterior papillary mus- 
tle. No Aschoff bodies were found in the perivascular 
connective tissue of the myocardium, papillary muscle, or 
valve rings. The small deposit of calcium found in a sec- 
tion obtained from the posterior leaflet of the mitral valve 
was at the base, in the dense fibrosa layer, and did not 
involve the spongiosa. 

COMMENT 


Vascular Involvement in Xanthomatosis.—It has long 
been recognized that patients with hypercholesteremic 
xanthomatosis often show at an early age the symptoms 
and signs of cardiovascular disease.' Clinically this has 
been indicated by the appearance even in childhood of 
angina pectoris, by electrocardiographic changes in- 
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dicative of coronary insufficiency or occlusion, and by 
the symptoms and signs of progressive heart failure. 


Cases of sudden death in youth have not been infrequent; 


such cases have been reviewed recently by Rigdon and 
Willeford.* 

In some of the patients in whom serious cardiovas- 
cular disease has been suspected clinically, autopsy has 
revealed an extraordinary degree of lipid deposit in the 
aorta and its branches. In some accounts these lipid ac- 
cumulations have been called xanthomas or xanthomata. 
They are, however, indistinguishable from atheromatous 
patches and differ only in their massiveness and extent, 
in their occurrence in youth, and in the more numerous 
foam cells and cholesterol deposits they may be seen to 
contain on microscopic examination. 


Rs. 


Fig. 3.—Xanthomatous deposits on the pulmonary arteries. 


In xanthomatosis the lipid deposit has occasionally 
involved the endocardium and the valves of the heart. 
Clinically this has been suspected because of the occur- 
rence of murmurs that are suggestive of disease of the 
aortic valve in patients with no history of rheumatic 
fever. Anatomic demonstration of endocardial or valvu- 
lar involvement has been rare. In the literature we have 
been able to find only three examples. The first, reported 
by Lehzen and Knauss in 1889,* concerned a girl with 
xanthoma who died at the age of 11 of an intercurrent 
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infection. Her parents and grandparents had shown 
no signs of the disease, but one of her three siblings, a 
sister of 9, was afflicted. Xanthomas were seen on the 
pulmonary and mitral valves. The aortic valve was un- 
involved and appeared to be sufficient and nonstenotic. 
Some patches of xanthoma were seen in the branches 
of the pulmonary artery; the disease was most extensive, 
however, in the proximal portion of the aorta. Above the 
aortic valves there was narrowing of the lumen by xan- 
thomatous deposits that, at the level of the ductus botalli, 
were 3 mm. thick and involved the artery in a ring. The 
left carotid artery was almost closed by xanthoma that 
was said to simulate a neoplasm. Numerous xantho- 
matous deposits were apparent in both coronary arteries. 


Fig. 4.—A, section through the base of a cusp of the aortic valve show- 
ing chronic inflammatory reaction, fibrosis, and cholesterol slits (x 29). 
B, Same region under higher magnification showing presence of a few 
lipophages (x 392). 


The second case was reported by Cook, Smith, Giesen, 
and Berdez ° in a boy of 13 whose electrocardiogram had 
indicated disease of the coronary arteries. At autopsy 
it was found that extensive atherosclerosis of the cor- 
onary arteries with but slight calcification had caused 
narrowing of the ostiums and lumens. There was extensive 
atherosclerosis of the aorta. The cusps of the aortic valve 
were thickened and fibrous, and there was evidence of 
a slight aortic insufficiency. Unfortunately there was no 
record of the minute pathology of the diseased aortic 
valve or of the relationship of atherosclerosis and rheu- 
matic fever to its development. 

The third case was reported by Rigdon and Willeford.* 
The cusps of the aortic valve of a boy of 12 were 
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found to be fibrotic and thickened. There was wi ening 
at some points of the attachment, and the aortic valye 
measured only 4 cm. in circumference. A few yelloy 
areas were demonstrated in the mitral valve. Ex:ensiye 
atherosclerosis was demonstrated in the aorta and jt. 
branches. The greatest involvement was in the proximaj 
aorta above the aortic ring, where a large plaque ex. 
tended for 2.5 cm. and almost completely encircled the 
lumen. Smaller but similar plaques were distributed 
throughout the length of the aorta and in the innominate. 
left carotid, and left subclavian arteries. Approximate) 
one-half of the circumference of the lumen of the innom- 
inate artery was a solid mass of yellow material. In this 
case the histological lesions were described in some de- 
tailand were illustrative of the quantitative differences be- 
tween the usual atheromatous patch and patches that 
develop in xanthomatosis. In those portions of the intima 
that were yellow without plaque formation, large lipoid 
cells infiltrated the tissue, and in the plaques themselves 
lipophages were numerous, with some deposit of choles- 
terol crystals. It is regrettable that in this case also no 
special attention was paid to the minute pathology of the 
aortic valve and that the heart was not examined with 
the specific purpose of detecting stigmas of rheumatic 
fever. Each of these cases resembles in several par- 
ticulars the case that we are reporting. All are character- 
ized by extensive atherosclerosis that involves the endo- 
cardium and valve of the heart as well as the aorta and 
its branches. In our patient the aortic valve is more 
extensively involved and presents all of the gross charac- 
teristics of a calcific aortic stenosis. 

Relation of Xanthoma to Calcific Aortic Stenosis. — 
Questions concerning the pathogenesis of calcific aortic 
stenosis have excited much comment. Although both 
atherosclerosis ° and rheumatic fever’ have been sus- 
pected as causative factors, more emphasis has been 
placed in recent years on a rheumatic etiology. The 
pathogenic importance of rheumatic fever has been most 
completely stated by Karsner and Koletsky,* who by 
meticulous examination and careful analysis were able 
to convince themselves that 196 of their 200 cases of cal- 
cific aortic stenosis showed one or more of the stigmas 
of rheumatic fever. Certainly, if one can accept as pathog- 
nomonic of rheumatic fever all of the criteria employed 
by Karsner and Koletzky, the predominant role of this 
disease in the pathogenesis of most cases would seem to 
be established. Even the full acceptance of this view, 
however, does not exclude the possibility that other fac- 
tors contribute to the deformity of the valve. In older 
men among whom many of the cases of calcific aortic 
stenosis develop, considerable indirect and some direct 
evidence can be adduced for the participation of athero- 
sclerosis. Its role as a primary or even a contributing 
cause is seldom considered in the aortic stenosis of youth- 
ful persons. 
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In our case the participation of lipid deposits in the 
structural abnormalities of calcific aortic stenosis cannot 
be questioned. Nests of lipophages or foam cells and 
deposits of cholesterol crystals are apparent on the sur- 
face of the valve, in its substance, at its base, and in the 
endocardium proximal to it. These characteristic stigmas 
of atherosclerosis or xanthomatosis are surrounded by 
partially calcified fibrous tissue. The lesions in the valve 
resemble closely the classical atherosclerotic changes in 
the aorta and its main branches. This demonstration of 
xanthomatous lesions in the valve does not preclude the 
possibility that they were accompanied or preceded by 
inflammatory or proliferative damage from rheumatic 
fever. In studying this case considerable effort was ex- 
pended in evaluating this possibility. The criteria out- 
lined by Gross,and his associates * were followed in the 
examination of the heart. Many sections were taken from 
the valves, pericardium, endocardium, and various stra- 
tegic parts of the cardiac muscle. None of these examina- 
tions revealed any stigma of rheumatic fever. The only 
lesion that might be interpreted as indicative of rheu- 
matic disease was the network of small blood vessels 
noted grossly adjacent to one of the largest of the athero- 
matous patches onthe mitral valve. Such vascular changes 
may accompany rheumatic fever but are also seen adja- 
cent to fresh xanthomatous lesions. 

The absence of any recognizable active lesions of rheu- 
matic fever is more remarkable when one considers the 
age of the patient. Rothschild, Kugel, and Gross '° and 
Console '' have found that Aschoff bodies can be shown 
in the hearts of 75 to 95% of patients who die of rheu- 
matic heart disease in the first two decades of life. It 
might be added that these authors have emphasized also 
the rarity of the more advanced degrees of deformity in 
younger persons with aortic stenosis. From our examina- 
tions it is not possible to classify the heart as rheumatic 
though even the most careful inspection cannot exclude 
completely the possibility of previous rheumatic damage. 

The lesions shown in the aortic valve of this young 
man must be regarded as extremely rare, and it may be 
that the circumstances of the case have little relevance 
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to the cause of the usual calcific stenotic aortic valve. 
Considerable significance attaches, however, to the oc- 
currence of even one instance in which atherosclerotic 
or xanthomatous lesions are obtrusively displayed and 
no stigma of rheumatic fever can be found. Such a 
demonstration should lead to some caution in accepting 
too literally the belief that rheumatic fever is the only 
pathogenic factor of importance in the development of 
calcific aortic stenosis. It suggests an obligation to ex- 
amine diseased aortic valves, particularly in older sub- 
jects, for the presence of lipophages, cholesterol crystals, 
and other characteristic changes of atherosclerosis, and 
to use in this scrutiny the same meticulous care and dili- 
gence exercised by Karsner and Koletzky in their search 
for the stigmas of rheumatic fever. 


SUMMARY 


This is the report of a case of familial hypercholes- 
teremic xanthomatosis in a boy who died at the age 
of 20 from the complications of unusually extensive 
atherosclerosis that involved not only the aorta and all 
of its main branches but also the endocardium and three 
of the four valves of the heart. In the aortic valve there 
was an extreme degree of calcific stenosis that revealed 
many characteristic lesions of atheroma or xanthoma. 
Careful search failed to reveal any of the stigmas of rheu- 
matic fever in any part of the heart. 
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This is a description of the clinical course of systemic 
lupus as observed in 105 patients studied at Johns 
Hopkins Hospital. In each instance the existence of 
lupus was established by autopsy examination, by the 
finding of L. E. cells, or through study of material ob- 
tained at operation. Figure 1 shows the age and sex inci- 
dence. It is seen that this disease may occur at any period 
of life. Our youngest patient was 3 years of age and the 
oldest 73. Most frequently it affects women between the 
ages of 20 and 40. This has brought to question the role 
of endocrine factors in its pathogenesis. As more has 
been learned about the natural history of this disease, 
however, it has been recognized more frequently in 
males. and its preponderance in females appears some- 
what less striking. It has been reported that systemic 











THE CLINICAL COURSE OF SYSTEMIC LUPUS 
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lupus is an unusual disease in Negroes, perhaps due to 
the protection against the sensitizing rays of the sun af- 
forded by pigmented skin. In this study the disease was 
quite common in Negroes. 

Figure 2 shows the incidence of involvement of the 
various Organ systems by the lupus process. It empha- 
sizes that any organ system may be implicated at some 
period in the course of the disease. The manner in which 
such involvement occurs will be considered. 


INVOLVEMENT OF VARIOUS ORGAN SYSTEMS 


Skin and Mucosa.—Involvement of the skin and 
mucous membranes, or both, is common, occurring in 
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85% of our patients. It is important to emphasize, how- 
ever, that a small number of patients never develop an 
eruption. Furthermore, while an eruption is often the 
first manifestation of lupus, not infrequently months 
and years elapse before mucocutaneous alterations ap- 
pear. At times such changes are the only evidence of 
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Fig. 1.—Age and sex incidence in 105 patients with systemic lupus. 


an active process; at others they are associated with dis- 
order of various organ systems. A very wide variety of 
alterations are seen in the skin and mucous membranes, 
some of which are not at all typical of lupus in the 
classical sense and hence are sometimes confused with 
other conditions such as seborrhea, eczema, rosacea, 
and psoriasis. The typical butterfly eruption was ob- 
served in less than 40% of the patients. Occasionally 
there was marked alteration in pigmentation, and alo- 
pecia was common. Hives and angioneurotic edema 
were not infrequent. Typical erythema nodosum was 
seen in 10 patients. In several instances there was 
marked thickening of the skin over the upper and lower 
extremities, with changes in pigmentation simulating 
scleroderma. At times the lesions were purpuric or 
hemorrhagic. Seven patients were of particular interest 
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Fig. 2.—Incidence of organ system involvement in 105 patients with 
systemic lupus. CNS means central nervous system; GI means gastro- 
intestinal tract. 
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in this regard; when first seen they had purpura, throm- 
bopenia, and splenomegaly, initially believed to rep- 
resent idiopathic thrombopenic purpura. Following 
splenectomy the thrombopenia and hemorrhagic tend- 
encies vanished, but in due time other alterations of 
lupus made their appearance. In six of these instances 
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histological examination of the spleen showed th: typi- 
cal changes of lupus. 

Mucosal lesions occurred much less often than dig 
cutaneous, and generally only during an acute e acer. 
bation of lupus, unlike the skin changes, which com. 
monly appeared during an otherwise latent period. Sey. 
eral patients had typical Raynaud’s phenomenon, which 
sometimes preceded all other manifestations of lupys 
by a number of years and was considered initially to be 
idiopathic. In three patients who had typical discoig 
lupus for varying periods of time, systemic alterations 
eventually developed. Very commonly exposure to the 
sun or ultraviolet light, or the administration of a drug 
or other agent, resulted in a flare-up of the mucocutane. 
ous changes, and not infrequently the systemic com. 
ponents as well. Physical or emotional stress, including 
pregnancy, might have similar effects (fig. 3). 





Fig. 3.—Typical butterfly eruption on 12-year-old boy given 0.2 cc. of 
beta Streptococcus antigen; death shortly ensued. 


Lymph Glands, Spleen, and Liver.—There is a high 
incidence of both localized and generalized lymph gland 
enlargement. At times the glands may be so enlarged 
that they simulate some primary lymphatic condition 
such as Hodgkin’s disease. We have seen three patients 
who were treated for this disease until it became evidem 
that they had disseminated lupus. Localized lymph 
glandular enlargement occurs particularly in the cervical 
and axillary areas, and may be confused with such con- 
ditions as tuberculous lymphadenitis. This may be a per- 
plexing differential diagnosis, as tuberculosis is a com- 
mon complication of lupus. Enlargement of the spleen, 
noted clinically in only 16 patients, was usually of mild 
or moderate degree, but occasionally was very marked. 

An interesting observation was the frequent occur- 
rence of mild to moderate enlargement of the liver. A‘ 
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gstmortem examination such livers were found to be 
infiltrated with fat and there were areas of pericentral 
necrosis. In only two instances were the vascular lesions 
of disseminated lupus present in the portal areas. In three 
instances portal cirrhosis was found without adequate 
reason for its presence. Its relationship to the under- 
ying lupus is not clear. Despite the high incidence of 
hepatomegaly, jaundice was a very infrequent abnor- 
mality. and was usually due to some complicating con- 
dition. In the study of hepatic function in lupus, the 
vephalin flocculation and thymo! turbidity tests are value- 
less, as they are affected by alterations in serum proteins 
that may be present in patients with lupus in the absence 
of hepatic damage. 

Joints and Muscles.—Of all of the organ systems in- 
volved during the course of lupus, the joints are the most 
consistently affected; 95 of our 105 patients had some 
type of joint involvement at varying periods during the 
course of their illness. Often arthritis is the earliest mani- 
festation of lupus, and it may be the only abnormality 
for a long period of time. This may lead to the erroneous 
conclusion that the patient has some type of primary 
joint disease, such as rheumatoid arthritis. It may be 
impossible on clinical or roentgenographic grounds to 
distinguish the joint changes of lupus from those of rheu- 
matoid arthritis. Fully one-fourth of our patients were 
considered to have typical rheumatoid arthritis until 
eventually other alterations made it evident that they had 
systemic lupus (fig. 4). It is impossible, of course, to 
exclude the concomitance of lupus and rheumatoid 
arthritis in such .patients. One can only say that joint 
changes formerly regarded as characteristic of rheuma- 
toid arthritis are often observed during the course of 
systemic lupus. Because of the occurrence of acute mi- 
gratory polyarthritis, and the common tendency for such 
episodes to be associated with upper respiratory tract 
infections, systemic lupus may also simulate acute rheu- 
matic fever. In these circumstances therapeutic response 
to salicylates may be striking and further confuse the 
diagnosis. 

Not uncommonly patients with lupus have an arthral- 
gia rather than a true arthritis. Such patients complain 
of severe aching in their joints, but little or no local red- 
ness or swelling or heat is observed. We have come to 
regard this paradox between the degree of subjective 
discomfort of the patient and the lack of objective 
changes in the joints as being highly suggestive of lupus. 
On the other hand, signs of local inflammation may be 
marked, and if the process is protracted varying degrees 
of joint deformity may result. The muscles may be in- 
volved as well as the joints, sometimes to an even more 
striking degree. Muscle soreness and tenderness may be 
s0 pronounced that the patient appears to have dermato- 
myositis, and the two processes may mimic each other so 
closely that they cannot be distinguished on clinical 
grounds. Indeed, even examination of biopsy material 
may fail to clarify this problem, as the histological 
changes may be similar. There may be a marked degree 
of muscular atrophy. This is infrequently so extensive, 
particularly about the shoulder girdle, that the condition 
s confused with some type of primary muscular atrophy. 
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Eyes.—Retinal exudates and hemorrhages may occur. 
Severe recurrent conjunctivitis has appeared in a few 
patients. The significance of retinal cytoid bodies, which 
were observed in almost 25% of the group studied, 
should be emphasized. We have come to regard their 
presence as being of considerable diagnostic importance. 
Figure 5 shows typical retinal cytoid bodies. They are 
round or oval-shaped white bodies usually occurring in 
the central portion of the fundus, generally lying near 
blood vessels. They look like pledgets of cotton, and the 
British call them “cotton-wool spots.” While these pe- 
culiar areas have the appearance of hard exudates, they 
really are not. Histological examination reveals them to 
be a collection of cell-like bodies in the retinal nerve fiber 
layer. These are thought by Friedenwald ' and others to 
result from areas of anemic degeneration in the retinal 
nerve fiber layer. We have observed cytoid bodies in the 
following conditions: arteriosclerosis in association with 
hypertensive-renal disease and diabetes, severe anemia, 





Fig. 4.—Marked “rheumatoid changes” in hands of 16-year-old girl 
with lupus. 


increased intracranial pressure, septicemia, and dissemi- 
nated lupus. The value of the presence of cytoid bodies 
lies in the fact that if severe degenerative vascular dis- 
ease, hypertension, diabetes, marked anemia, and in- 
creased intracranial pressure can be excluded (and this 
can often be readily done) it is quite possible that the 
patient may have some connective tissue disorder such 
as systemic lupus. 

Lungs and Pleura.—Though it is not generally recog- 
nized, involvement of the lungs is a frequent and impor- 
tant occurrence in systemic lupus. Two types of alter- 
ations are observed: those due to the lupus process per 
se and those due to secondary bacterial infection. Sec- 
ondary bacterial infections are a common complication, 
as will be subsequently emphasized. While frequent, in- 
volvement of the lung by lupus is often overlooked or 
considered to be a pneumonia of bacterial or viral origin. 
The lungs are many times recurrently affected by lupus, 
a patient having two or three or even more such episodes, 





1. Friedenwald, J. S.: Jackson Memorial Lecture: A New Approach 
to Some Problems of Retinal Vascular Disease, Tr. Am. Acad. Ophth. 
53: 73-87, 1948. 
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possibly of varying severity. Sometimes the alterations 
are so extensive that death due to pulmonary insuffi- 
ciency ensues. On the other hand, the changes may be 
very slight. Such pulmonary involvement may persist for 
weeks and months and even years. William Osler * em- 
phasized the chronic character of lupus pneumonitis 
many years ago. The basilar portions of the lungs are 
most prominently affected; abnormal physical findings 
are usually not outspoken; connective tissue organiza- 
tion of the alveolar spaces is a prominent feature of the 
pulmonary alteration produced by lupus, resulting in 
small patches of atelectasis. We have come to regard the 
coexistence of such areas at the lung bases and some 
degree of elevation of the diaphragm as characteristic of 
pulmonary lupus (fig. 6). As a result of acute arteritis of 
pulmonary vessels, hemoptysis may occur, or a segment 
of lung may undergo anemic necrosis, cavitation result- 
ing. Such an area may become secondarily infected and 
produce a lung abscess. Involvement of the lungs by 
lupus is often confused with bacterial pneumonia, and it 





Fig. 5.—Typical retinal cytoid bodies. 


may be quite impossible to distinguish the two entities 
without the aid of proper biological studies or of a thera- 
peutic trial with one of the antibiotics. Lupus may also 
simulate virus pneumonia. We have seen a number of 
patients who were considered to have virus pneumonia 
until failure to recover promptly and the development of 
other manifestations made lupus evident. 

Pleurisy is extremely common during the course of 
systemic lupus. It may recur again and again, first on one 
side and then on the other. It may be dry, or there may 
be an effusion, usually small or moderate in volume. 
Occasionally the effusion may be massive; in this event 
we have learned to suspect the presence of a secondary 





2. Osler, W.: On the Visceral Manifestations of the Erythema Group 
of Skin Diseases, Tr. A. Am. Physicians 18: 599-624, 1903. 

3. Libman, E., and Sacks, B.: A Hitherto Undescribed Form of 
Valvular and Mural Endocarditis, Arch. Int. Med. 33: 701-737 (June) 
1924. 

4. Osler, W.: On the Visceral Complications of Erythema Exudativum 
Multiforme, Am. J. M. Sc. 110: 629-646, 1895. 
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infection. As already mentioned, tuberculosis is ot ap 
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uncommon complication of this disease. ys j 
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Heart and Blood Vessels.—The heart is significantly itis 
affected by this disease in a variety of ways, about one. diart 
half of our patients having some degree of involvemen prom 
Pericarditis occurs with great frequency. Often peri. mort 
carditis that was not clinically obvious was disclosed 9 an a 
postmortem examination. While the pericarditis is com. resul 


monly dry, a small to moderate effusion is often present. testit 
and rarely a massive one; more than three liters of liquid in WI 
was removed from the pericardium of one patient. prob 

In 1924 Libman and Sacks * described warty, abac. with 
terial vegetations upon the heart valves of a small group Ui 
of patients with systemic lupus. Similar vegetations were type 
noted at autopsy in 13 of our patients. While such vege. cons 
tations may occur on any of the valves, the mitral valve by It 
is most frequently affected. In our experience these died 
growths usually do not significantly alter cardiac fun:- note: 


tion. It was most difficult to predict their presence clini- indis 
cally because often they evoked no physical findings a ty 
whatever, or only a soft systolic murmur, and such mur- grees 
murs are frequently audible in patients who are subse- form 
quently found not to have Libman-Sacks endocarditis, our 
Occasionally, however, these vegetations may produce tests 
outspoken valvular abnormalities. Thus, two patients Seve 
with such lesions on the mitral valve were regarded as abne 
having mitral stenosis because of the presence of classi- excrt 
cal physical signs. Bacterial endocarditis may become tem 
superimposed upon valves affected by these peculiar lupu 
warty vegetations; this occurred in three of our patients. out! 

Seventeen of the 38 patients who came to autopsy had little 
varying degrees of myocardial damage resu!ting from tance 


lupus. The importance of these alterations has not been As | 
emphasized. In some instances there were very extensive are | 
areas of degeneration in the myocardium. It was con- usua 
sidered that the sudden onset of cardiac failure in several lupu 
patients who previously had shown no significant cardiac Ci 
disease was the result of such changes. If a patient is tem 
given corticotropin or cortisone therapy, which may our | 
place an unusual strain upon the myocardium, the pos- had 
sibility of lupus myocarditis should be evaluated. Also Tran 


an adequate period of convalescence should be afforded neur 
to assure complete healing of such lesions. The re- atior 
semblance to rheumatic fever is obvious. extel 

It has long been thought that hypertension of a sig- tern 
nificant degree is unusual during the course of systemic and 
lupus. In this series of patients elevation of the blood of Ie 


pressure above 140 mm. Hg systolic and 90 mm. Hg take 
diastolic occurred in 15 patients. It might be inferred insta 
that this is not a small incidence. It is important to point en 
out, however, that in all but one patient hypertension henc 
did not develop until there was a very pronounced degree subs 
of renal impairment, including nitrogen retention. It-ap- ~— 
pears, therefore, that hypertension of a_ significant re 
amount is unusual in lupus unless renal function is mark- _ 
edly depressed. os 


Gastrointestinal Tract.—In his brilliant clinical de- J 
scription of systemic lupus written in 1895, Dr. Osler‘ shou 
stressed the commonness with which the gastrointestinal abn 
tract was affected. Our experience has followed his; thus, essa 
seven patients had severe dysphagia. At autopsy, three cont 


of these were found to have extensive diphtheritic esoph- mor 
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agitis, < and four had widespread ulceration of the esopha- 
gus in association with collagen degeneration and arter- 
itis characteristic of lupus. Abdominal pain and 
diarrhea, Sometimes associated with hemorrhage, were 
rominent in the course of seven patients’ illness. Post- 
mortem examination on three of these patients disclosed 
an acute arteritis with thrombosis of small vessels and 
resultant ulceration of the small intestine. The large in- 
festine was similarly affected in five additional patients 
in whom abdominal pain and diarrhea were pronounced 
problems. In four of these there was acute lupus arteritis 
with ulceration of the mucosa. 

Urinary Tract.—Sixty-nine of these patients had some 
of abnormality of the urinary tract. Forty-one were 
considered to have a mild degree of renal involvement 
by lupus, 24 had a moderate to severe degree, and 12 
died of uremia. Various types of renal change were 
noted. Several patients had episodes of acute nephritis 
indistinguishable from the usual glomerulonephritis, or 
a typical nephrotic syndrome developed. Varying de- 
srees Of chronic nephritis resulted, simulating other 
forms of diffuse renal disease. An important feature was 
our inability to estimate accurately by the usual clinical 
tests the degree of renal involvement produced by lupus. 
Several patients were seen who had no significant urinary 
abnormalities and satisfactory phenolsulfonphthalein 
excretion and urinary concentrations, and yet postmor- 
tem examination disclosed appreciable renal damage by 
lupus. Once the kidneys are significantly involved, the 
outlook is unhappy; corticotropin and cortisone have 
little effect in reversing the renal alterations. The impor- 
tance of renal infections in lupus cannot be overstated. 
As previously stressed, bacterial infections of all sorts 
are common in lupus, and urinary infections are un- 
usually frequent. These may be easily confused with 
lupus nephritis, and should be meticulously sought after. 
Central Nervous System.—The central nervous sys- 
tem may also bear the brunt of this disease. Twenty of 
our patients had psychotic episodes of a major sort, 18 
had convulsive seizures, and in 3 hemiplegia developed. 
Transient cranial nerve palsies also occurred. Peripheral 
neuritis was uncommon, as were cord lesions. Such alter- 
ations, being the result of vascular lesions of varying 
extent within the nervous tissue, follow no specific pat- 
tern recognizable as typical of systemic lupus. Haserick ° 
and others have emphasized that the only manifestation 
of lupus may be epileptic seizures, which may be mis- 
taken for idiopathic epilepsy. We have observed one such 
instance. Central nervous system alterations usually oc- 
cur only during a serious exacerbation of the disease and 
hence are a grave prognostic sign. They may, however, 
subside completely, without sequelae. There has been 
some fear that corticotropin and cortisone therapy may 
actually induce central nervous system damage in pa- 
lients with lupus. We found no support for this in our 
experience, in which central nervous system changes 
were noted more frequently prior to the use of cortico- 
tropin and cortisone than after their employment. One 
should not conclude that every central nervous system 
abnormality occurring during the course of lupus is nec- 
essarily due to lupus. In one of our patients right-sided 
convulsive seizures and hemiparesis developed; at post- 
mortem examination she was found to have an operable 
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meningioma. Another, whose presenting symptoms were 
psychotic behavior and convulsive seizures, was found 
to have torula meningitis. Every such manifestation of 
central nervous system disorder must be investigated on 
its own merits as to cause. 


CAUSES OF DEATH 


We made an effort to ascertain the causes of death 
of the 38 patients who came to autopsy. This is of course 
difficult, as it is frequently impossible to determine the 
exact cause of a patient’s death even when a postmortem 
examination is done; nevertheless, the attempt seemed 
worth while. It appeared that 22 of the 38 patients had 
died as the direct result of changes produced in various 
organs by lupus, although sometimes little structural 
change was visible, and it seemed as though they had 
died of chemical or functional derangement. On the 
other hand, 16 patients were considered to have died, 
not of the effects of lupus, but of a secondary bacterial 
infection. This underlined the fact that patients with 
lupus do not handle infections well, for reasons that are 





Fig. 6.—Areas of patchy atelectasis at left base with elevated diaphragm, 
present over per:od of 2.5 years in middle-aged woman with history of 
“virus pneumonia.” 


not clear. Infections are not well localized, and septi- 
cemia is common; abscess formation and cellulitis are 
frequent; tuberculosis tends to become disseminated. 
The presence of an infection must be continually sought 
and treatment designed with the realization that normal 
immune mechanisms may not exist. From a diagnostic 
standpoint bacterial complications of lupus are fre- 
quently mistakenly considered to be additional manifes- 
tations of the parent disease process, and hence specific 
therapy is withheld. Each episode during the sometimes 
complicated course of lupus must be evaluated as to 
cause if such grave errors are to be avoided. 


HYPERSENSITIVI1Y 


Because of the suspected relationship of systemic 
lupus to hypersensitivity, the incidence of various allergic 
manifestations was carefully studied in these patients. 
It is interesting that while a wide variety of allergic phe- 
nomena, and in particular drug sensitivities, occurred 





5. Haserick, J. R.: Epilepsy in Systemic Lupus Erythematosus: Effect 
of Cortisone and ACTH, A. M. A. Arch, Int. Med. 88: 78-92 (July) 1951. 
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after lupus had become clinically evident, they were not 
unusually common prior to that time. It was as if the 
development of lupus results in a state of altered reac- 
tivity, which then predisposes to allergic manifestations. 
Drug and other hypersensitivity reactions are so often 
associated with lupus that one should consider the pos- 
sibility of lupus in patients having such episodes. These 
reactions should be regarded as serious occurrences dur- 
ing the course of lupus, for they repeatedly serve as trig- 
ger mechanisms, resulting in acute exacerbation of the 
lupus process. Therapy should be prescribed with great 
circumspection. 
LABORATORY FINDINGS 


It has been known for a long time that chronic bio- 
logical false positive serologic tests for syphilis occur 


frequently in lupus. The incidence was about 15% in 


























Fig. 7.—Filter paper electrophoretic pattern in patient with lupus (below) 
contrasted with normal; globulin fraction indicated by vertical line. 


this group of patients. Such false tests may occasionally 
precede other manifestations of lupus by a long period 
of time. J. E. Moore ° has estimated that fully 43% of 
the so-called positive serologic tests for syphilis in latent 
syphilis are actually biological false positive reactions. 
it has also become evident that one of the most common 
causes of chronic biological false positive tests for syphilis 
is systemic lupus. Therefore, when confronted by a pa- 
tient with a positive serologic test for syphilis, the phy- 
sician must answer two questions: Is this a true or a false 
test for syphilis? If it is a false test, could the patient 
have systemic lupus? 





6. Moore, J. E., and Mohr, C. F.: Biologically False Positive Serologic 
Tests for Syphilis: Type, Incidence, and Cause, J. A. M. A. 150: 467-473 
(Oct. 4) 1952. 

7. Hargraves, M. M.; Richmond, H., and Morton, R.: Presentation 
of 2 Bone Marrow Elements: The “Tart Cell” and the “‘L.E. Cell,” Proc. 
Staff Meet., Mayo Clin. 23: 25-28, 1948. 


J.A.M.A., Nov. 5, 1954 


All of the elements of the bone marrow may be a. 
fected to varying degrees, either singly or togciher, | 
have already mentioned the occurrence of thrombupeni 
The white blood cell count is usually normal or depresseg 
although infrequently a mild leukocytosis may fe 
present. Even when there is a marked leukopenia, the 
differential count remains normal, an appreciable jeutro. 
penia being quite unusual. If a bacterial infection de. 
velops, a leukocytosis may occur despite a previoys 
leukopenia, but this does not always happen. A inild to 
moderate degree of anemia is a frequent but by no mean; 
invariable finding. Less often the anemia is very pro. 
found. The anemia may have a variety of causes. It may 
be due to bone marrow depression; blood loss, pring. 
pally from the gastrointestinal tract; or hemolytic mecha- 
nisms. The latter may appear clinically as an idiopathic 
hemolytic anemia. The sedimentation rate is almost 
always elevated during acute episodes, although rarely 
it 1s not. 

The discovery of L. E. cells in the marrow and periph. 
eral blood of patients with systemic lupus * has been of 
inestimable help not only in diagnosis but also in de- 
lineating the full life history of this disease. The appre- 
ciation of such basic facts as the common occurrence of 
this disease, heretofore regarded as rare, has followed 
recognition of the L. E. cell. In our experience the pres- 
ence of these cells is exceedingly specific for systemic 
lupus, although there are scattered reports of their oc- 
currence in other conditions. They are found in about 
80% of patients who are considered to have systemic 
lupus. They may be inconstantly present, however, and 
repeated searches may be necessary. Examination of the 
bone marrow seems to hold no advantage over examina- 
tion of the peripheral blood. The presence or quantity 
of L. E. cells in the blood cannot be employed as an 
estimate of the degree of activity of the lupus process, or 
of the effectiveness of therapy, there being no clear-cut 
correlation. 

Hyperglobulinemia often occurs in systemic lupus, a 
globulin of greater than 3 gm. per 100 cc. being present 
in 54% of this group of patients. The amount of globu- 
lin may vary from period to period during the course o! 
the disease. Characteristically, the increase is in the 
gamma fraction of the globulin. Recently we have found 
the technique of filter paper electrophoresis of some help 
in obscure diagnostic problems (fig. 7). An abnormal 
electrophoretic pattern may be present when the serum 
protein concentrations are grossly normal. 


CLINICAL COURSE AND DIAGNOSIS 


The more we learn about systemic lupus the more we 
realize that it is commonly not an acute but rather a 
chronic disease. The average duration of illness in this 
group of patients was seven years. Moreover, the spread 
of the duration was very broad, some patients living bul 
a few months, while others survived for many years. A 
few we believe have had the disease for 15 to 20 years. 
and perhaps longer. 

A characteristic feature of the natural course of lupus 
is periods of remission of varying length, as demon- 
strated by figure 8. It is seen that in most instances spon- 
taneous remissions lasted but one to four years, although 
occasionally they lasted as long as 10 years, and rarely 
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even longer. Twelve patients had multiple remissions; a 
few patients had periods lasting several years of such 
mildly active disease that their general health was not 
significantly impaired. It is important to point out that 
while spontaneous remissions were frequent following 
episodes of involvement of the skin or joints or pleura, 
they much less commonly occurred once the kidneys, 
lungs, heart, gastrointestinal tract, or central nervous 
system had become implicated. 

' The clinical course of systemic lupus is characterized 
by periods of exacerbation and remission, during which 
a variety of organ systems may be implicated in an epi- 
sodic manner. The course may extend over a period of 
many years or may be completed in a fulminant manner 
in a few months or even weeks. A prolonged course dur- 
ing which the various organ systems are affected in a 
confusing manner is the characteristic life history of 
lupus, as we have observed it. The disease waxes and 
wanes in intensity. At one time the patient may be se- 
verely ill. At another he is seemingly well. Then again 
he has mild complaints that suggest illness, but with little 
objective change. These periods of illness or of apparent 
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Fig. 8.—Incidence of spontaneous remissions longer than one year in 
44 patients treated symptomatically. 


good health may last for weeks, or months, or for a vary- 
ing number of years. Frequently on close questioning a 
patient who superficially seems to be in a remission is 
discovered to have activity of a low grade. Such may be 
indicated by mild malaise, inability to gain weight, ano- 
rexia, arthralgia, persistent sensitivity to the sun, recur- 
rent drug reactions, or abnormalities in the blood or 
urine. 

It is frequently difficult to make a diagnosis of sys- 
temic lupus on clinical grounds alone. The reasons for 
this are several. Because of the characteristic of the 
disease to extend over a long span of time during which 
episodic involvement of various organ systems may 
occur in a more or less pure form, the observer may con- 
clude that he is dealing with some monosystem disorder 
such as arthritis or nephritis. The relationship between 
these seemingly isolated episodes may not be evident 
to the observer. On the other hand, when a number of 
organ systems are involved at the same time, the re- 
sultant manifestations may be extremely complicated 
and confusing. It may be very difficult for the observer to 
discern a thread of continuity relating one alteration to 
another. Finally, many of the commonly associated clini- 
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cal manifestations such as fever, malaise, anorexia, 
and arthralgia are entirely nonspecific and point to no 
particular entity. The tabulation below is a list of com- 
mon conditions that lupus may simulate. 


Rheumatie fever Epilepsy 
Rheumatoid arthritis Acute psychosis 
Various skin disorders Drug reaction 
Latent syphilis Septicemia 
Idiopathic thrombopenia Dermatomyositis 
Hemolytic or other obscure anemia Lymphoma 
Leukopenia due to other causes Scleroderma 
Virus pneumonia Tuberculosis 


Trichinosis 
Brucellosis 

Bacterial endocarditis 
Functional illness 


Chronic basilar infection 
Raynaud’s syndrome 
Fever of unknown origin 
Acute or chronic nephritis 


The clinical diagnosis of disseminated lupus can be 
made consistently only when the observer appreciates 
that lupus has a protracted course, unfolding in an epi- 
sodic manner over a period of many years. When con- 
fronted by what appears to be a disorder of a single 
organ system, such as arthritis, the observer must search 
the background for other expressions of disease that 
might be related to the present. A present occurrence 
gains meaning and new significance from what has hap- 
pened in the past. 

If the disease appears with a confusing array of mani- 
festations resulting from multisystem involvement in 
which it may be difficult to detect any obvious continuity, 
it is helpful to recall that such profusion of alterations 
is another characteristic of lupus. Fortunately, joint and, 
with somewhat less frequency, mucocutaneous manifes- 
tations are very commonly present during these episodes, 
and they may be helpful in pointing toward lupus. 


COMMENT 


In this age of basic research, the physician whose 
interests are primarily clinical may feel that he has little 
to offer to the solution of problems of disease. Such senti- 
ment disregards the fact that accurate observation and 
recording of the clinical course of disease at the bedside 
will always be an essential part of medical investigation. 
The observant clinician both raises and answers ques- 
tions for the fundamentalist. His thoughtful notes are of 
great value, not only as concerns the individual patient, 
but in the general struggle against disease as well. In this 
spirit, | have presented this clinical study of the natural 
course of disseminated lupus. 





Medicine and the Liberal Arts.—The first purpose of a liberal 
education is that of furnishing people the common knowledge 
upon which our civilization and our culture rest. . . . Philosophy, 
Art, Literature, History, Economics, Language, Biology are the 
common intellectual coinage of our civilization for thousands 
of years, and have become the capital from which we have 
compounded our ideas of freedom and of governments which 
derive their just powers from the consent of the governed... . 
There is a tendency for premedical students to concentrate on 
scientific subjects. This tendency should be discouraged. During 
the preprofessional days the student should be exposed to a 
variety of intellectual fare which will awaken in him a broad 
interest in man... . I advise all students to complete the require- 
ments for a bachelor of arts degree before entering medical 
school. Even though this lengthens their schooling by one year, 
the investment of one year of youth will pay off in many years 
of interest later in life-—W. Militzer, The Medical Profession 
and the Liberal Arts, Nebraska State Medical Journal, August, 
1954. 


*> ~ 


954 MANGO DERMATITIS—GOLDBERG 





CLINICAL NOTES 








MANGO DERMATITIS 
Lawrence C. Goldberg, M.D., Cincinnati 


The mango is a most capricious fruit, delicious to the 
taste, but whose sap can be very sensitizing to a suscepti- 
ble person. The fruit, which weighs from 8 to 32 oz., 
comes from the Mangifera indica (mango) tree, was 
originally a native of Indo-Malaya, and is now grown in 
southern California and Florida. In recent years it has 
become so popular in the United States that the con- 
sumer can purchase it at almost any neighborhood fruit 
store. It is a member of the Anacardiaceae family, which 
includes such well-known plants and trees as poison ivy, 
sumac, cashew, and pistachio. It resembles an avocado 
pear, green when unripe, orange-yellow-red when ripe. 
It has a thin peel, a large central pit, and is known by 
one-fifth of the world’s population as the “fruit of the 
tropics.” Over the peel can be seen irregularly distributed 
deposits of a varnish-like material that is the resin from 
the stem of the tree when the fruit is picked. This con- 
tains a substance known as cardol,' which is similar to 
the toxic principle, urushiol, of poison ivy. Both of these 
substances are irritants when volatilized. Cardol causes 
in sensitive persons mild to severe perioral dermatitis, 
occasionally stomatitis, and infrequently an acute gastro- 
intestinal disturbance. The dermatitis is deeply erythem- 
atous, usually vesicular, and occasionally bullous, but 
always pruritic. The same lesions may occur on the fin- 
gers, and absorptive reactions may also be present. Since 
reports on mango dermatitis have been few and far be- 
tween, the first by Simmons and Bolin,* and because of 
the growing popularity of the fruit this report appears 
propitious. 

CASE REPORTS 

Case 1.—A 10-year-old boy came to my office June 18, 1954, 
because of a severe perioral dermatitis, edema of the lips, and 
marked pruritus of the same areas present for 48 hours. The 
patient had been seen in 1950 and 1953 because of marked 
poison ivy dermatitis. The present reaction was so clearly local- 
ized that it did not appear to be due to poison ivy, but questions 
regarding contact materials brought no information that pointed 
to the cause. Local treatment including cortisone by mouth was 
instituted, and the patient improved. Eight days later there was 
a definite flare-up of the dermatitis, and further questioning re- 
vealed that the patient had become much worse a few hours 
after eating a mango. The father now recalled that the original 
reaction also occurred under the same conditions. He stated 
that he, his wife, and the child had eaten the mango. fruit, peel 
and all, since they had never been told that the fruit should be 
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peeled. This incident satisfied me as to the cause of the derma- 
titis, and reference to the sparse literature on the subject cop. 
firmed my suspicions. Unfortunately, patch tests could not be 
done because the child left for a camp 48 hours later and the 
family moved from the city. 


CasE 2.—A woman, aged 56, came to my office July 15, 
1954, with severe dermatitis on her face. She had received a 
crate of mangoes from her sister in Florida three weeks previ- 
ously. Since that time she had peeled and eaten the mangoes 
daily with a noticeable itching and burning about her lips and 
face. She, too, had been seen on previous occasions because of 
severe poison ivy reactions. She was given routine local treat- 
ment including cortisone. The patient was told she could con- 
tinue eating mangoes if someone else peeled the fruit. She left 
for a six weeks’ vacation four days later. No patch tests were 
done. In this case facial edema, erythema, and dermatitis and 
itching of the lips developed in the patient from handling the 
fruit. 


COMMENT 

Zakon * reported a case of mango dermatitis in which 
the perioral reaction occurred 24 hours after the fruit 
was eaten. (It is to be noted that in the first reported 
case the second reaction occurred within four hours after 
the eating of the fruit.) Patch tests to the outer peel were 
positive within 48 hours. The Browns ‘ reported a case 
of mango dermatitis and made the following tests: They 
extracted the pulp and peel of six mangoes separately with 
anhydrous ether in a Soxhlet apparatus to remove the 
fat. The peel yielded a yellowish wax-like oil, but there 
was none from the pulp. Patch tests with this oil on the 
patient were positive in 48 hours. Intracutaneous tests 
with concentrated pulp were negative. They concluded 
it was the oil (containing cardol) and not the protein 
element that was responsible for the contact dermatitis. 
Keil, and associates ° reported a case and attempted to 
show the similarity between mango and poison ivy 
dermatitis. They concluded that the fruit can be eaten 
by a sensitive patient if there is no contact with the peel 
or stem; that persons sensitive to poison ivy should be 
wary of handling the fruit, although they can eat the 
pulp, and lastly an attempt should be made to prevent 
contamination of the fruit by the stem sap (in case | it 
should be noted that the patient had been previously 
sensitized to poison ivy but that the parents who ate the 
fruit in the same fashion had not been sensitized to poison 
ivy). Landor * reported on a group of 13 persons seen 
at a general hospital in Singapore who had a generalized 
dermatitis after being exposed to smoke from burning 
branches of the wild mango tree called the Binjai tree. 
He believes that every part of the mango tree can be 
toxic to human beings. 


CONCLUSIONS 

Any patient who presents a perioral dermatitis during 
May, June, or July (the mango season) should be 
strongly suspected of having a reaction from the peel of 
a mango. Persons who are sensitive to poison ivy have a 
greater susceptibility to this fruit. Such persons can eat 
the pulp but should not handle the unpeeled mango. 
Information regarding the possibility of mango derma- 
titis should be circulated to the general public. The ir- 
ritant (cardol) is found in the sap on the outer peel of 
the mango. The pulp itself is not irritating, so that pa- 
tients sensitive to the sap can safely eat the fruit. 
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§SPLENIC INFARCTION FOLLOWING AIR 
TRAVEL AND ASSOCIATED WITH 
THE SICKLING PHENOMENON 


Capt. John P. Doenges (MC) 
Ernest W. Smith, M.D. 
Major S. P. Wise III 


and 


Capt. R. B. Breitenbucher, (MC), U. S. Army 


Cooley, Peterson, Engel, and Jernigan ' recently re- 
ported six cases in which the triad of splenic infarction, 
sicklemia trait, and high-altitude flying was found. Sulli- 
van ° first reported a case of sickle cell trait in which there 
was evidence of intravascular sickling with resultant 
splenic infarction and multiple small thrombi elsewhere 
following an airplane flight. Other investigators have also 
considered the role of reduced oxygen tension associated 
with travel by air as a factor in precipitating sickle cell 
crises. Findlay and others * found that the incidence of 
sickling seemed to be directly proportionate to the alti- 
tude and the duration of exposure to reduced oxygen 
tension. These studies were carried out under actual 
flight conditions to altitudes of 15,000 ft. On the other 
hand, Henderson and Thornell,* in low pressure chamber 
studies of Negro aviation cadets with sicklemia, were 
unable to find intravascular sickling even at pressures 
simulating 10,000 ft. In one man with sickle cell anemia 
increased sickling developed, but he clinically withstood 
lowered oxygen tension better than the normal controls 
or the sicklemia subjects. This man showed increased 
intravascular sickling, which was relieved by oxygen 
administration. 

As can be seen from the above reports, there has been 
some confusion concerning the role of lowered oxygen 
tension and its relationship to the sickling phenomenon. 
We felt that other factors must be responsible for this 
apparent discrepancy and that in all probability the type 
of hemoglobin in a particular patient is the determining 
factor. Four inherent variations of hemoglobin have been 
demonstrated by electrophoresis and solubility tests. 
These are A or normal adult hemoglobin, S or sickle cell 
hemoglobin, C hemoglobin, and D hemoglobin. D hemo- 
globin is indistinguishable electrophoretically from S$ 
hemoglobin; it can be differentiated by virtue of its solu- 
bility. The tendency to form any one of the four types is 
dependent on a single genetic factor.® A fifth type, F or 





From the United States Army Hospital, Fort Jackson, S. C. (Capt. 
Doenges, Major Wise, and Capt. Breitenbucher); clinical fellow of Ameri- 
can Cancer Society, Johns Hopkins Hospital, Baltimore (Dr. Smith). 

1. Cooley, J. C.; Peterson, W. L.; Engel, C. E., and Jernigan, J. P.: 
Clinical Triad of Massive Splenic Infarction, Sickiemia Trait, and High 
Altitude Flying, J. A. M. A. 154: 111-113 (Jan. 9) 1954. 

2. Sullivan, B. H., Jr.: Danger of Airplane Flight to Persons with 
Sicklemia, Ann. Int. Med. 32: 338-342 (Feb.) 1950. 

3. Findlay, G. M.; Boulter, E. A., and MacGibbons, C. B.: A Note 
on Sickling and Flying, J. Roy. Army M. Corps 89: 138-141 (Sept.) 1947. 

4. Henderson, A. B., and Thornell, H. E.: Observations on the Effect 
of Lowered Oxygen Tension on Sicklemia and Sickle Cell Anemia Among 


Military Flying Personnel, J. Lab. & Clin. Med. 31: 769-776 (July) 1946. °° 


5. Statement Concerning a System of Nomenclature for the Varieties 
of Human Hemoglobin, editorial, Blood 8: 386-387 (April) 1953. + 

6. Neel, J. V.; Kaplan, B., and Zuelzer, W. W.: Further Studies on 
Hemoglobin C: I, A Description of Three Additional Families Segregating 
Ix, Hemoglobin C and Sickle Cell Hemoglobin, Blood 8: 724-734 (Aug.) 


SICKLING PHENOMENON—DOENGES ET AL. 955 





fetal hemoglobin, has been described, but it apparently 
occurs almost universally and is not genetically deter- 
mined. 


The recognition of the types of hemoglobin has led to 
better understanding of the hemolytic anemias due to or 
associated with the sickling phenomenon and has led to 
the division of this disease into at least four genetically 
distinct subtypes. When only the gene for S hemoglobin 
is present, pure sickle cell anemia is found. Combinations 
of the genes for S hemoglobin and D hemoglobin as well 
as for S hemoglobin and thalassemia have been described 
but are rare.° The combination of S and C hemoglobin 
is responsible for sickle cell-hemoglobin C disease, the 
condition in which we are particularly interested. 

Two cases have been observed recently at this hospital 
that clinically resemble the cases reported by Cooley and 
his associates and by Sullivan. Because of the military as 
well as the civilian implications of their concept of a 
triad of splenic infarction, sicklemia, and high-altitude 
flying, we should like to report on two patients as sup- 
portive evidence; however, the presence of sickle cell- 
hemoglobin C in the blood of both of these patients and 
of target cells in the peripheral blood smear of one raises 
the question whether some form of sickle cell phenom- 
enon other than the sickle cell trait may be involved. 


REPORT OF CASES 


Case 1.—A 25-year-old Negro man was admitted to the UV. S. 
Army Hospital, Fort Jackson, S. C., on Sept. 21, 1953, with a 
chief complaint of severe abdominal pain of three days’ duration. 
This man was in good health until Sept. 18, 1953. While travel- 
ing from New York to Columbia, S. C., aboard a commercial 
plane at an altitude of 4,009 to 6,000 ft., he had a sudden sharp 
pain in the left upper quadrant of the abdomen, which doubled 
him over. The pain persisted constantly through a two day 
period, finally necessitating hospitalization. The patient had 
previously been admitted to this hospital in 1952 with a history 
of arthralgia involving the knees, wrists, and elbows that had 
recurred each winter as long as he could remember. At that 
time a large mass, thought to be spleen, had been found in the 
left upper quadrant. A sickle cell test done during this admission 
had shown no immediate sickling, but 75% sickling was present 
at 24 hours. 

Physical examination on admission to the hospital revealed a 
well-developed, well-nourished Negro man who appeared to be 
in considerable pain. Temperature was elevated to 101 F. The 
pharynx was somewhat injected. Examination of the chest 
showed an inspiratory lag on the left. Numerous crepitant rales 
were heard over the base posteriorly on the left side. The breath 
sounds in this area were suppressed. The heart was normal. The 
blood pressure was 118/80 mm. Hg, and the pulse rate was 80 
per minute. Examination of the abdomen showed marked volun- 
tary spasm over the left upper quadrant. It was suspected that 
a mass was present, but one could not be definitely outlined 
because of rigidity associated with the spasm. Admission tests 
of the urine showed two to three white blood cells and a trace 
of albumin and were otherwise normal. There were 9,600 
leukocytes per cubic millimeter, with a normal differential count. 
The hemoglobin was 12 gm. per 100 cc., and the hematocrit 
was 35%. The corrected sedimentation rate was 12 mm. per 
hour. A serologic test (cardiolipin flocculation) for syphilis was 
negative. The cephalin flocculation and the thymol turbidity 
were normal. Routine sputum cultures showed gram-positive 
streptococci and gram-negative rods, which were not identified. 
The serum amylase was normal. Roentgenographic examinations 
of the chest showed pneumonitis in the left lower lobe. Roent- 
genograms of the abdomen showed a large mass in the left upper 
quadrant. An intravenous pyelogram showed distortion of the 
left middle and inferior calices on the left. A retrograde pyelo- 
gram done in conjunction with presacral insufflation seemed to 
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indicate that the mass was directly associated with the kidney. 
A complete gastrointestinal series and barium enema showed no 
intrinsic abnormalities. 

Because of the pneumonitis in the left lower lobe, the patient 
was treated initially with penicillin and streptomycin. With this 
therapy he showed gradual improvement with progressive de- 
cline of the temperature; however, he continued to have severe 
tenderness in the left upper quadrant of the abdomen, and the 
previously described mass became more prominent. After his 
general condition had improved sufficiently and after all evidence 
of infection had disappeared, he was transferred to the urology 
section for exploration of the left kidney area. A left retro- 
peritoneal exploration was performed, and the left kidney was 
found to be normal but markedly displaced downward by a 
huge spleen. A splenectomy was performed because of the 
presence of a huge infarcted area in the superior portion of the 
spleen. The patient had a satisfactory convalescence except for 
the development of a pneumonic process of the right lower lobe; 
recovery from his pneumonitis was complete except for some 
residual pleuritic thickening over the right diaphragm. This 
process may have been an area of infarction. During the con- 
valescent period further studies were undertaken, including a 
sickling test, which showed 4% immediate sickling and 30% 
sickling in 24 hours. The reticulocyte count was 1.5%, and the 
hemoglobin ranged between 11 and 12 gm. per 100 cc. Peripheral 
blood smears showed numerous target cells. Bone marrow studies 
showed a normoblastic hyperplasia. Convalescence was without 
further complications. 

The spleen was enlarged, weighing 810 gm. and measuring 
16 by 11 by 8 cm. The surface was covered by numerous shaggy, 
fibrous tags and adherent adipose tissue. Elsewhere the capsule 
was grossly thickened in an irregular manner. On the diaphrag- 
matic surface near one pole there was a large stellate scar 6 cm. 
in its maximum dimension. Also on the diaphragmatic surface 
there was a large, fairly well circumscribed, slightly elevated 
plaque, measuring 12 by 8 cm. Incision through the stellate scar 
revealed underlying irregular strands of firm, bright yellow 
fibrous tissue. Incision through the plaque revealed a mottled 
red, yellow, and gray irregular mass that extended subcapsularly 
so as to surround the organ almost completely but with a pene- 
tration of only about 3 cm. Elsewhere the splenic tissue appeared 
normal. Microscopic sections through the latter area showed 
celiular necrosis with architectural “ghosts.” The red pulp was 
massively congested, and the dilated sinusoids were packed with 
red blood cells. Perifollicular pooling of red blood cells was 
focally prominent. Sickling was seen on all sides of the spleen 
and in wet drop preparations of the formaldehyde-fixed splenic 
pulp. The impression was splenomegaly compatible with sickle 
cell anemia with double infarction, both old and recent. Electro- 
phoretic studies of this patient’s hemoglobin made more recently 
have revealed the presence of S and C hemoglobin. 

Case 2.—A 19-year-old Negro man was admitted to the U. S. 
Army Hospital, Fort Jackson, S. C., in February, 1954, because 
of localized left upper abdominal pain that had developed during 
an air flight from Arkansas to Columbia, S. C., earlier that day 
at an altitude of 4,000 to 6,000 ft. Prior to the flight he had 
been well except for slight nasal congestion and a mild, non- 
productive cough. Intermittent, aching pain in the left side of 
the abdomen began after about one and a half hours of flight 
and became progressively severer. On admission to the hospital 
the patient was somnolent and lethargic. The blood pressure was 
140/90 mm. Hg, and the pulse rate was 64 per minute; the 
oral temperature was 101.4 F. The nasal mucosa was slightly 
boggy. The left side of the chest was markedly splinted, and the 
diaphragm was elevated on the left with less than 1 cm. respira- 
tory excursion. A soft, poorly transmitted, systolic murmur was 
heard over the apex of the heart. There was extreme tenderness 
below the left costal margin. The spleen could not be felt, but 
two days later when the tenderness had subsided it was easily 
felt. The remainder of the physical findings were not remarkable. 
The leukocyte count was 12,900 per cubic millimeter of blood, 
with a normal differential count, and the hemoglobin was 10.5 
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gm. per 100 cc. of blood. A sickling preparation showed no 
immediate sickling, but 95% sickling was present after seven 
hours. The serum bilirubin was 0.8 per 100 cc. of blood. Roent. 
genograms of the skull and dorsal and lumbar spine showed no 
abnormalities. 


Infarction of the spleen was suspected, and treatment was 
primarily supportive in nature. The patient received 1,000 cc. 
of whole blood in the first 24 hours after admission. On hj, 
second hospital day paralytic ileus developed with marked ab. 
dominal distention. This subsided with conservative measures 
in a period of 48 hours. The lethargy persisted for about four 
days. A spinal tap done 48 hours after admission was within 
normal limits except for moderate elevation of the protein to 
77 mg. per 100 cc. The clinical picture suggested the presence 
of multiple small cerebral thrombi. The spleen gradually dj- 
minished in size, the abdominal pain subsided, and the tempera- 
ture returned to normal. After the transfusions the hemoglobin 
rose to 12.5 gm. per 100 cc., and at the time of discharge it 
was 12 gm. per 100 cc. Convalescence was otherwise uneventful, 
and the patient returned to duty. Three weeks after the onset 
of this patient’s illness electrophoretic studies were made of his 
hemoglobin. It was found that he had S, C, and A hemoglobin, 
the last presumably as a result of his recent transfusions. 


COMMENT 

The presence of hemoglobin C is apparently dependent 
on a single Mendelian factor. The combination of this 
factor with the genetic factor responsible for the sickling 
phenomenon may produce a clinical entity which has 
been entitled sickle cell-hemoglobin C disease.* This con- 
dition is suspected in the presence of a large number of 
target cells in the peripheral blood. The diagnosis can be 
established definitely by electrophoretic studies of the 
hemoglobin. 

Little is known of the clinical characteristics of this 
syndrome. Kaplan’ and others reported seven cases in 
Negro children in which the characteristic picture was 
that of mild sickle cell anemia. The most constant find- 
ings were mild hepatosplenomegaly, mild yet persistent 
anemia with erythrocyte sickling, and target cells in the 
peripheral blood. Cooley and his associates in their report 
of six cases describe an enlarged spleen in five cases and 
a moderate degree of anemia in two of these. The close 
clinical similarity of our patients to patients with the 
triad that Cooley and others describe raises the ques- 
tion whether all of these may represent some process 
other than the sickle cell trait. The presence of hemo- 
globin C in the blood of both of our patients and the 
demonstration of target cells in the peripheral blood of 
one suggest that the syndrome described by Cooley may 
also be sickle cell-hemoglobin C disease. When similar 
cases are observed in the future, a particular effort should 
be made to note the presence or absence of target cells. 
Electrophoretic studies of the hemoglobin of similar pa- 
tients will undoubtedly throw additional light on this 
problem. 

' The military implications of the association of splenic 
infarction, the sickle cell phenomenon, and aerial flight 
do, indeed, seem important. It seems equally important, 
however, that a genetic diagnosis be established in such 
instances. Should it develop that the sickle cell trait alone 
is present in these occurrences of splenic infarction, then 
approximately 7% of all Negroes face potential hazard 
in air travel. However, if both the sickling factor and C 
hemoglobin are prerequisites to the occurrences of splenic 
infarction, this percentage would be substantially re- 
duced. 
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It is of further interest to note that previous cases have 
been associated with high-altitude flying. Though the 
exact altitude was not given, this terminology would 
usually refer to altitudes above 10,000 ft. Both of the 
patients presented here were traveling at altitudes far 
below this, in fact, at a level usually employed for short 
hops by most commercial airlines. If sickle cell-hemoglo- 
bin C disease is the basic entity responsible for the syn- 
drome that has been described, the apparent conflict in 
previous studies regarding the significance of sicklemia 
in flying may be resolved. 


SUMMARY 

In two patients the diagnosis of sickle cell-hemoglobin 
C disease was proved by electrophoretic studies of the 
hemoglobin; in one of these the clinical impression was 
also substantiated by the presence of target cells in the 
peripheral blood. The symptom complex of both these 
patients closely parallels the triad of splenic infarction, 
sicklemia, and high-altitude flying that has been previ- 
ously described in the literature. We feel that a process 
other than sicklemia may be involved in cases such as 
those reported and that the basic concept of the triad 
may include sickle cell-hemoglobin C disease rather than 
sicklemia. 
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APPARATUS ACCEPTED 


The following additional products have been accepted as con- 
forming to the rules of the Council on Physical Medicine and 
Rehabilitation of the American Medical Association for in- 
clusion in Apparatus Accepted. A copy of the rules on which the 
Council bases its action will be sent on application. 

Ravpu E. De Forest, M.D., Secretary. 


Burdick Micrectherm, Model MW-1 

The Burdick Corporation, 635 Plumb St., Milton, Wis. 

ot ee The Burdick Microtherm, Model 

F MW-1, generates electromagnetic radi- 
ation of wavelength 12.2 cm., corre- 

sponding to a frequency of 2,450 

megacycles. It has the Federal Com- 

munication Commission’s Type Ap- 

proval D-560. 

The apparatus is housed in a mov- 
able cabinet mounted on casters. With- 
out the arm supporting the coaxial 
cable and director, it measures 98 
(height) by 55 by 46 cm. (38% by 21% 
by 18 in.) and weighs 54 kg. (120 Ib.). 
It is provided with three directors. 
Director A, which is hemispherical, is 
10 cm. in diameter; director B, also 
hemispherical, is 15 cm. in diameter; 
director C, of the corner type, is rec- 
tangular. 


Including directors and coaxial cable, the apparatus makes a 
package that measures 109 by 57 by 67 cm. (43% by 22 by 
26% in.) and weighs 75 kg. (165 Ib.). 





Burdick Microtherm, 
Model MW-1 
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Microtone Hearing Aid, Model 
T-31 (Micro-Mite) 


The Microtone Corporation, 758 S. 
Mississippi River Blvd., St. Paul 1. 


The Microtone Hearing Aid, 
Model T-31, also called the Micro- 
Mite Model, uses one transistor, 
two vacuum tubes, one 1.25 volt 
mercury cell, and one 15 volt B-bat- 
tery. The amplifier unit measures 
65 by 44 by 20 mm. and weighs 68 
gm. The earphone weighs 8 gm., the 
receiver cord 3 gm., the mercury 
cell 12.5 gm., and the B-battery 14 
gm., making the total weight of the 
hearing aid 105.5 gm. 





Microtone Hearing Aid, 
Model T-31 (Micro-Mite) 


Telex Hearing Aid, Model 956 
Telex, Inc., Telex Park, St. Paul 1. 


The Telex Hearing Aid, Model 956, 
is a tubeless instrument incorporating 
three transistors and using either one or 
two 1.25 volt mercury cells. It is de- 
signed for air conduction. 


The main unit measures 89 by 49 by 
16 mm. and weighs 97.5 gm. The ear- 
phone weighs 7 gm., the receiver cord 
2.2 gm., and two cells 25 gm., making 





the total weight of the instrument when 
worn for maximum acoustic output 
131.7 gm. 





Telex Hearing Aid, 
Model 956 


Camp “Sheer-Spun” Elastic Stockings 


S. H. Camp and Company, 109 W. Wash- 
ington St., Jackson, Mich. 


The following models of Camp “Sheer- 
Spun” Elastic Stockings are available: 
Model 1600, full length, nylon; Model 
1615, full length, cotton; Model 1645, 
knee length, cotton. A pair of these stock- 
ings packed for shipment weighs between 
85 and 100 gm. (3 to 3% oz.). The stock- 
ings have a heel, but the toe is open. 
Users of the nylon stockings are warned 
by the manufacturer not to use detergents 
when washing them. 





Camp “Sheer-Spun” 
Elastic Stockings 


Sonotone Hearing Aid, Model 1111 
Sonotone Corporation, Elmsford, N. Y. 


The Sonotone Hearing Aid, Model 1111, 
has three transistors and is powered by 
either a 1.25 volt or 2.5 volt battery. Three 
levels of power output for each battery 
voltage are available by adjusting the cur- 
rent drawn from the batteries. This model 
is available either with air or bone conduc- 
tion receivers and optional external tele- 
phone pickup or microphone. 

The body of the instrument measures 78 
by 45 by 16 mm. and weighs 81 gm. The 
earphone weighs 7.5 gm., the receiver cord 
3 gm., and the battery 26 gm., making the 
total weight 117.5 gm. 





Sonotone Hearing 
Aid, Model 1111 
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COUNCIL ON FOODS 
AND NUTRITION 








ACCEPTED FOODS 


The following products intended for use in sodium-restricted 
as well as calory-restricted diets have been accepted by the 
Council. Data regarding composition represent the best avail- 
able information, which is based on submitted reports of 
analyses. The Council has requested continuing analytical 
studies, especially of the sodium content of products intended 
for use in sodium-restricted diets, because of the natural vari- 
ations in the composition of processed foods. 

JAMES R. WILson, M.D., Secretary. 


Pratt-Low Preserving Company, Santa Clara, Calif. 
Pratt-Low Brand Dietetic Pack Apple Sauce. 

Ingredients: Apples and sufficient water for preparation with- 
out added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 11.5%, 
moisture 88.5%, ash 0.2%, fat 0.2%, protein (N x 6.25) 
0.3%, crude fiber 0.6%, carbohydrates other than crude fiber 
(by difference) 10.2%, sodium 3.14 mg./100 gm. 

Calories —0.44 per gram; 12.5 per ounce. 

Use.—In calory-restricted, carbohydrate-restricted, and 
sodium-restricted diets. 


Filice and Perrelli Canning Company, Inc., Richmond, Calif. 
Diet Gift Brand Water Pack Halves Unpeeled Apricots. 

Ingredients: Fancy grade A apricots packed in water without 
any added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 8.0%, 
moisture 92.0%, ash 0.5%, fat (ether extract) 0.1%, protein 
(N x 6.25) 0.4%, crude fiber 0.2%, carbohydrates other than 
crude fiber (by difference) 6.8%, sodium 2 mg./100 gm. 

Calories.—0.31 per gram; 8.7 per ounce. 

Use.—In calory-restricted, carbohydrate-restricted, and 
sodium-restricted diets. 


Diet Gift Brand Water Pack Light Sweet Royal Anne Cherries. 

Ingredients: Fancy grade A Royal Anne cherries packed in 
water without any added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 13.8%, 
moisture 86.2%, ash 0.3%, fat (ether extract) 0.1%, protein 
(.7%, crude fiber 0.3%, carbohydrates other than crude fiber 
(by difference) 12.4%, sodium 2 mg./100 gm. 

Calories.—0.55 per gram; 15.5 per ounce. 

Use.—In calory-restricted, carbohydrate-restricted, and 
sodium-restricted diets. 


Diet Gift Brand Water Pack Kadota Figs. 

Ingredients: Fancy grade A Kadota figs packed in water with- 
out any added sugar or salt. 

Analysis (submitted by manufacturer)—Total solids 10.4%, 
moisture 89.6%, ash 0.2%, fat (ether extract) 0.1%, protein 
(N x 6.25) 0.5%, crude fiber 0.5%, carbohydrates other than 
crude fiber (by difference) 9.1%, sodium 2 mg./100 gm. 

Calories —0.41 per gram; 11.7 per ounce. 

Jse.—In calory-restricted, carbohydrate-restricted, and 
sodium-restricted diets. 


Diet Gift Brand Water Pack Fruit Cocktail. 

Ingredients: Fancy grade A diced yellow cling peaches, diced 
pears, whole grapes, pineapple tidbits, and halved cherries (arti- 
ficially colored) packed in water without any added sugar or 
salt. 

Analysis (submitted by manufacturer).—Total solids 13.5%, 
moisture 86.5%, ash 0.3%, fat (ether extract) 0.3%, protein 
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(N x 6.25) 0.4%, crude fiber 0.4%, carbohydrates other than 
crude fiber (by difference) 12.1%, sodium 2 mg./100 gm. 
Calories.—0.54 per gram; 15.4 per ounce. 
Use.—In calory-restricted, carbohydrate-restricted, and 
sodium-restricted diets. 


Diet Gift Brand Water Pack Yellow Cling Peaches (Sliced and 
Halves). 

Ingredients: Fancy grade A peaches packed in water without 
any added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 7.3%, 
moisture 92.7%, ash 0.3%, fat (ether extract) 0.1%, protein 
(N x 6.25) 0.4%, crude fiber 0.3%, carbohydrates other than 
crude fiber (by difference) 6.2%, sodium 2 mg./100 gm. 

Calories.—0.29 per gram; 8.1 per ounce. 

Use.—In calory-restricted, carbohydrate-restricted, and 
sodium-restricted diets. 


Diet Gift Brand Water Pack Spinach. 

Ingredients: Fancy grade A spinach packed in water without 
any added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 6.7%, 
moisture 93.3%, ash 0.8%, fat (ether extract) 0.4%, protein 
(N x 6.25) 2.3%, crude fiber 0.7%, carbohydrates other than 
crude fiber (by difference) 2.5%, sodium 52.0 mg./100 gm. 

Calories.—0.26 per gram; 7.3 per ounce. 

Use.—In calory-restricted, carbohydrate-restricted, and for 
limited use in sodium-restricted diets. 


Diet Gift Brand Solid Pack Tomatoes. 

Ingredients: Fancy grade A tomatoes packed without the addi- 
tion of sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 6.0%, 
moisture 94.0%, ash 0.5%, fat (ether extract) 0.4%, protein 
(N x 6.25) 0.8%, crude fiber 0.7%, carbohydrates other than 
crude fiber (by difference) 3.6%, sodium 4 mg./100 gm. 

Calories.—0.24 per gram; 6.8 per ounce. 

Use.—In calory-restricted, carbohydrate-restricted, and 
sodium-festricted diets. 


Flotill Products, Inc., Stockton, Calif. 
Tillie Lewis Tasti-Diet Brand Dietetic Pack Apple Sauce. 

Ingredients: Apples and sufficient water for preparation, with- 
out added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 11.8%, 
moisture 88.2%, ash (minerals) 0.13%, fat (ether extract) 
0.03%, protein (N x 6.25) 0.2%, crude fiber 0.4%, pectin 0.8%, 
total carbohydrates (by difference) 11.1%, reducing sugars 7%, 
total sugars 7%, available carbohydrates (total carbohydrates 
minus crude fiber and pectin) 9.9%, acidity (as citric acid) 
0.37%, sodium 3 mg./100 gm. 

Available Calories (calculated from available carbohydrates 
and citric acid).—0.42 per gram; 12 per ounce. 

Use.—In carbohydrate-restricted, calory-restricted, and so- 
dium-restricted diets. 


Tillie Lewis Tasti-Diet Brand Dietetic Pack Grapefruit Sections. 

Ingredients: Grapefruit sections packed in grapefruit juice 
without added sugar or salt. 

Analysis (submitted by manufacturer).—Total solids 10.3%, 
moisture 89.7%, ash (minerals) 0.37%, fat (ether extract) 
0.01%, protein (N x 6.25) 0.7%, crude fiber 0.1%, pectin 
0.3%, total carbohydrates (by difference) 7.7%, reducing sugars 
5.3%, total sugars 5.4%, available carbohydrates (total carbo- 
hydrates minus crude fiber and pectin) 7.3%, acidity (as citric 
acid) 1.55%, sodium 5 mg./100 gm. 

Available Calories (calculated from available carbohydrates 
and citric acid).—0.37 per gram; 11 per ounce. 

Use.—In carbohydrate-restricted, calory-restricted, and so- 
dium-restricted diets. 
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Report of Council on Scientific Assembly 


This is the first report from the Council on Scientific Assem- 
bly following the reorganization of the Council from a standing 
committee of the House of Delegates to a standing committee 
of the Board of Trustees, as authorized by the House of Dele- 
gates at the San Francisco Meeting in June, 1954. The present 
report covers the period from Dec. 1, 1953, to Sept. 15, 1954. 
Three informal meetings were held during this period, the first 
on Jan. 16, 1954, in San Francisco, the second on Feb. 5 and 
6 in Miami, and the third on May 15 in Chicago. A regular 
meeting was held in San Francisco on June 20. 

Jan. 16, 1954.—Difficulty arose over the television program 
for the San Francisco meeting because of disagreements between 
local medical schools and hospitals. With the advice of the 
Council, the chairmen of the Local Committee on Arrange- 
ments and its Subcommittee on Television were able to adjust 
the situation so that a satisfactory program was devised. The 
Council did not approve of scholarship subsidies to medical 
schools by Smith, Kline & French Laboratories in anticipation 
of sharing the television program at an American Medical As- 
sociation meeting. Although sponsored at the present time by 
a pharmaceutical company, the Council ijelt that television had 
become an integral part of the Scientific Assembly and should 
be so recognized by the participants who give their services and 
represent their school or hospital on a voluntary basis for the 
benefit of the whole medical profession. A request to tape-record 
the Scientific Assembly at the San Francisco Meeting was taken 
under advisement. In general it was felt that the whole sub- 
ject of tape recordings at meetings of the American Medical 
Association should be investigated but that San Francisco might 
be used as a trial meeting without commitments at this time 
regarding future meetings. 

Feb. 5-6, 1954.—A preliminary meeting of part of the Coun- 
cil was held in Miami on Feb. 5 and 6, 1954, in anticipation of 
the Clinical Meeting in December. The Local Committee on 
Arrangements was in favor of having the scientific sessions in 
Miami limited to the hours of 9 a. m. to 1 p. m. It was decided 
to provide for the usual lecture type of program in the morn- 
ings from 9 a. m. to 1 p. m. and to present a more informal 
type of program from 2 p. m. to 4 p. m. The opening afternoon 
and the closing morning periods would be devoted to didactic 
lectures. Recesses were arranged for each morning at 10:30 
a.m. and each afternoon at 4 p. m. The Council felt that these 
hours were the most satisfactory for the Scientific Assembly, 
and the decision was accepted by the Local Committee on 
Arrangements. 


May 15, 1954.—An informal meeting of the Council was 
held in the headquarters office of the American Medical Associ- 
ation on May 15. A report on the program for the Miami 
Clinical Meeting was considered and approved. The Council 
expressed its satisfaction with the reorganization plan. Although 
the General Scientific Meetings program at the San Francisco 
Meeting was already filled, the Council, at the request of the 
American Cancer Society, decided to extend it a half-hour on 
Monday, June 21, for the presentation of a paper entitled 
“The Relationship Between Human Smoking Habits and Death 
Rates.” The television program was approved, as well as the 
special program to be carried across the country by microwave 
from New York by the American Cancer Society. The Smith, 
Kline & French Laboratories were congratulated on their co- 
Operation in giving up some of their time to the American 
Cancer Society and for donating equipment and manpower 
without charge. The Council was informed that the Board of 
Trustees had granted permission to the Audio-Digest Founda- 
tion, under the sponsorship of the California Medical Associa- 
tion, to tape-record the San Francisco Meeting. Officers of a 
Session on Legal Medicine and one on Allergy int the Section 
on Miscellaneous Topics at the San Francisco Meeting were 
approved. A request for a program on angiology was consid- 


ered, and it is possible that a session on this subject will be 
arranged in the Section on Miscellaneous Topics for the 1955 
Atlantic City Annual Meeting. The newly formed American 
Association of Public Health Physicians has requested the 
establishment of a section in the American Medical Association. 

Permission has been granted to Ciba Pharmaceutical Products 
to reproduce in booklet form the Panel Discussion on Hyper- 
tension that was given at the St. Louis Clinical Meeting in 
December, 1953. The matter had been thoroughly investigated 
and checked by the Editor of THE JourRNAL and others. The 
following rules, covering the policy of the Council in regard to 
publications of this type, have been adopted: 

1. The reproduction of any part of an American Medical Association 


meeting should cover the material in its entirety, subject of course to 
changes dictated by editorial needs. 

2. Permission should be obtained from the participants as well as from 
the Council on Scientific Assembly. 

3. The manuscript should be submitted to all participants, to the 
chairman, and to the members of the Council, as well as to the Editor 
of THE JouRNAL of the American Medical Association for review. 


4. The article should be printed in booklet or pamphlet form with no 
advertising other than reference to the fact that it has been made avail- 
able by the firm issuing the booklet with the permission of the Council 
on Scientific Assembly. 

5. The booklet or pamphlet should not be issued unless specific 
authorization is obtained from the Editor of THE JouRNAL of the American 
Medical Association, 

6. No advertising material should be enclosed in the same envelope. 
Particular attention is called to the fact that any product mentioned in 
the discussion or in the original paper, in which the firm has a com- 
mercial interest, must not be distributed at the same time under the 
Same cover. 

7. Each application for publication will be considered individually, and 
any acceptance or rejection of one request by the Council should not 
set a precedent for other applications in the future. 

Ciba Pharmaceutical Products was also given permission to 
cover the San Francisco and Miami meetings in 1954 by means 
of its abstract publication, Ciba Reports. This is similar to the 
permission given in the past, the results of which always have 
been satisfactory. 

The New England Postgraduate Assembly has already taken 
an active interest in developing a program for the Boston Clin- 
ical Meeting in December, 1955. 

The chairman furnished THE JoURNAL with an editorial, en- 
titled “Building the Program for the Scientific Assembly,” which 
was published on March 20, 1954. Reprints are now available. 

June 20, 1954.—The Council again considered the request of 
the American Association of Public Health Physicians for the 
establishment of a section on public health physicians. The 
Council is sympathetic to the problem but suggests that the 
new association be more firmly organized and in action before 
requesting the establishment of a new section on public health 
physicians and that a program should be presented under the 
Section on Miscellaneous Topics first as a trial. Prior to the 
establishment of the requested new section it would be neces- 
sary to divide the existing Section on Preventive and Industrial 
Medicine and Public Health. The Council also has received an 
application for the establishment of a Section on Civil Defense, 
which has been referred to the Council on National Defense 
for advice before any action is taken. 


THE SCIENTIFIC EXHIBIT 


ST. LOUIS CLINICAL MEETING 


The Scientific Exhibit at the St. Louis Clinical Meeting was 
confined largely to clinical aspects of medicine in which the 
physician in general practice would be interested. As a result, 
much excellent material of a specialized or research nature 
was omitted. There were 87 exhibits, including several special 
features, all of which attracted much attention. The continuous 
demonstrations by numerous conscientious physicians were a 
large factor in the popularity of the exhibits. Among the spe- 
cial features, the fracture exhibit, of which Dr. Gordon M. 
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Morrison, Boston, was chairman, again attracted large crowds. 
A new feature was the consultation service to which physicians 
could bring roentgenograms of their problem cases for con- 
sultation with members of the committee. The manikin demon- 
strations on problems of delivery, presented several times each 
day in an area adjoining the exhibits, attracted overflow crowds. 
Dr. Richard Paddock, St. Louis, organized this program, with 
obstetricians from St. Louis participating in the demonstrations. 
The exhibit symposium on the prevention of traffic accidents 
combined the experiences of the physician with those of the 
police and the National Saftey Council. There were six exhibits, 
all of which received wide publicity and resulted in requests 
from judges in traffic courts for some of the exhibits to be set 
up in their court rooms. The American Medical Association was 
happy to comply with these requests. The question and answer 
conference on diabetes, conducted each day under the chair- 
manship of Dr. Howard F. Root, Boston, was at all times 
well attended, often with an overflow standing audience. Motion 
pictures were shown in connection with the Scientific Exhibit, 
the Committee on Medical Motion Pictures being in charge. 
Besides a two-hour program daily of outstanding films, there 
was a special showing of a third dimension film by Pfizer 
Laboratories. A new feature for a Clinical Meeting was the 
evening program of motion pictures at the Statler Hotel. A 
capacity crowd indicated that such a program was popular 
and should be developed further. No awards for exhibits were 
made at this meeting. 


SAN FRANCISCO ANNUAL MEETING 

The Scientific Exhibit at the San Francisco Annual Meeting 
was marked by the artistic excellence of numerous exhibits as 
well as by the high order of scientific attainment. The consci- 
entious attention to duty of numerous demonstrators in the 
booths during the long hours of the week must be acknowl- 
eged as a contributing factor to the ever-increasing attendance 
at annual meetings. In size, the Scientific Exhibit was the 
smallest in several years; however, considerably more space was 
available than at the previous San Francisco Meeting in 1950. 
There were 222 exhibits, 206 of which were presented in con- 
nection with section programs. Many outstanding exhibits 
were omitted because of lack of space. Gold, silver, and bronze 
Hektoen and Billings medals were given for the most outstand- 
ing exhibits, while certificates of merit and honorable mention 
were given for the best exhibits in each section. 

Section officers are taking an ever-increasing interest in the 
Scientific Exhibit, not only in helping to obtain and select ex- 
hibits but also in helping the Committee on Awards. An in- 
teresting tendency is growing, in which various sections are 
presenting special features. The Section on General Practice 
showed its first exhibit under the Wyeth Postgraduate Edu- 
cational Fund, the subject of preceptorships being chosen. The 
Section on Diseases of the Chest sponsored a large exhibit on 
pulmonary function testing. The Section on Pathology and 
Physiology presented the fresh pathology exhibit under the 
direction of Dr. Frank B. Queen, Portland, Ore., and Dr. 
Gerson R. Biskind, San Francisco. Other features included the 
blood bank exhibit by the California Medical Association and 
the fracture exhibit under the Special Exhibit Committee con- 
sisting of Drs. Gordon M. Morrison, Boston, Ralph G. 
Carothers, Cincinnati, and Herbert W. Virgin Jr., Miami. A 
large number of demonstrators assisted the committee with 
continuous demonstrations in five booths. 

The “quiz corner” was a new feature in which members of 
the various editorial boards of the American Medical Associa- 
tion publications made themselves available at certain hours 
each day to answer questions and discuss problems with in- 
dividual physicians. Question and answer conferences are 
popular with Association audiences. At the San Francisco 
Meeting there was one such program on cardiovascular dis- 
ease that was presented in cooperation with the Section on 
Internal Medicine and the American Heart Association. Dr. 
Howard P. Lewis, Portland, Ore., was chairman of the group 
and was assisted by a large number of outstanding cardiol- 
ogists. The conference was conducted continuously each day 
with no noon recess and had at all times a large audience. 
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Motion pictures were shown successfully throughout the 
week. At Masonic Temple 32 films were presented on daytime 
programs to appreciative audiencies. An evening program at 
the Palace Hotel, with the authors on the platform for dis. 
cussion, brought out more than 700 physicians and guests for 
the premiére showing of three outstanding medical! films. This 
was the first Annual Meeting at which such a feature had been 
tried. The Committee on Medical Motion Pictures was in 
charge. In addition to the tape recordings of all the general 
lectures, as well as the lectures in the 21 sections of the 
Scientific Assembly, which were made for the first time by 
Audio-Digest under the sponsorship of the California Medical 
Association, the question and answer conference on cardio- 
vascular diseases in the Scientific Exhibit was tape-recorded by 
the Indiana State Medical Association. 


Report of Bureau of Exhibits 


Reorganization of the Bureau of Exhibits occurred during the 
year with the incorporation of the Scientific Exhibit into the 
Council on Scientific Assembly, the Director of the Bureau 
being appointed Executive Secretary of the Council. The report 
on the Scientific Exhibit, which formerly appeared under the 
report of the Bureau of Exhibits, now appears in the report of 
the Council on Scientific Assembly. 


ASSOCIATION EXHIBITS 


Exhibits depicting the activities of the Association have been 
developed in conjunction with the various councils and bureaus 
of the headquarters group. The Bureau now has 47 exhibits 
available for loan, 7 of which have been added during the past 
year. Several of the old exhibits were retired from service be- 
cause of age and obsolescence. The exhibits of the Association 
have been shown in 29 states and in Alaska from September, 
1953, through August, 1954. 


Medical Exhibits—The Bureau has continued its work in 
graduate medical instruction with exhibits at state and county 
medical society meetings and meetings of other allied scientific 
groups. During the 12-month period, exhibits were shipped to 
22 such meetings, the total showing time being 101 days. In each 
instance a competent representative of the American Medical 
Association accompanied the exhibit and demonstrated through- 
out the meeting. 


Health Exhibits—Health exhibits for fairs and expositions 
have been very popular. These exhibits are lent to state and 
county medical societies and other organizations approved by 
those societies without cost other than transportation. The local 
societies assume the responsibility of installation and demonstra- 
tion of the exhibits. The Bureau shipped exhibits to 220 state 
and county fairs and other public expositions during the year. 
Many requests for exhibits were refused because the material 
desired had already been assigned. When possible, however, 
substitutions were made. The time lapse between showings of 
an exhibit is considerable. The time for installation and dis- 
mantling must be added to the time for transportation both ways. 
Between showings, each exhibit is carefully checked for damage 
and the necessary repairs are made. Thus, a full month is often 
required between reservations of an exhibit. It has been necessary 
to make duplicates of the more popular exhibits to satisfy the 
demand. Officials of state and county medical societies have 
been enthusiastic about the health education results from the 
use of these exhibits and the creation of goodwill that has been 
obtained. 


Museums.—The success of the various health museums and 
other museums that include health exhibits has resulted in an 
increased interest in this form of health education. There have 
been a considerable number of requests for information from 
different parts of the country, and several conferences on the 
subject have been held. 

The Association has on display exhibits at the Cleveland 
Health Museum, Dallas Health Museum, Museum of Science 
and Industry (Chicago), and the Army Medical Museum and 
Smithsonian Institution, Washington, D. C. The Smithsonian 
Institution reports that the exhibit from the American Medica! 
Association rates first in stopping power of visitors and ranks 
high in holding the interest of the viewer. The Bureau of Health 
Education has cooperated by answering questions that visitors 
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ave at the various museums. The attendance at the museums 
during the last year numbered several million persons, who came 
with open minds and spent long hours studying the exhibits. 
Plans are under way to make available to the smaller natural 
history and science museums temporary exhibits on health sub- 
jects. The advice of the local county medical society will be 
considered in each instance. 

Health Fairs.—Health fairs of one kind or another are occa- 
sionally held in which the Association has participated. They 
require considerable time and expense to organize, and the 
audience must be assembled for the occasion. There are times, 
however, When they can be held with profit. The Bureau has 
jssembled a considerable amount of information concerning the 
conduct and administration of health fairs. 

Fifteen exhibits from Association headquarters are scheduled 
for the health fair to be conducted by the Dade County Medical 
Association in Miami, Fla., following the Clinical Meeting in 
December. 

MOTION PICTURES 

Motion pictures are supervised by the Committee on Medical 
Motion Pictures, appointed by the Board of Trustees. The Com- 
mittee is attached to the Bureau of Exhibits for purposes of 
administration. 

Film Library. —The Committee maintains a lending library 
of selected medical motion pictures for which a small fee is 
charged to cover the cost of handling. The purpose is not to 
duplicate the services of other medical film libraries but rather 
to supplement them. Films readily found elsewhere are not in- 
cluded, therefore, since physicians may obtain what they desire 
from film libraries closer to home. Health films intended for the 
public are included only to satisfy the needs of physicians who 
participate in school health programs or similar lay projects. 

During the period of September, 1953, to August, 1954, 2,604 
films were lent to medical societies, hospitals, medical schools, 
and other scientific groups. This represents an increase of more 
than 15% over the same period last year. Fourteen new medical 
and health films were added to the film library, making a total 
of 104 pictures now available to the medical profession. 

Television films produced by the Association are distributed 
by the Committee on Medical Motion Pictures. In the past year 
about 350 copies of 21 films were deposited in the motion picture 
film library, of which 310 copies were shipped to television 
stations and medical societies. 


Film Reviews.—The Committee publishes no list of “accepted” 
motion pictures, but reviews films on the same basis as books, 
noting the good and poor points. During the year, 51 such 
reviews were published in THE JOURNAL. A booklet, number 5 
in the series, was published containing all the reviews appearing 
in THE JOURNAL during the year 1953. Medical societies, medical 
schools, and hospitals were supplied with the booklet. 


Special Projects —According to a survey conducted by the 
Committee on Medical Motion Pictures, sound motion picture 
projectors are available to 91% of all hospitals in the United 
States with a bed capacity of over 200. Two copies of the latest 
catalogue of films were sent to the superintendent of each of 
these hospitals with a note suggesting that one copy of the 
catalogue be forwarded to the medical director and the other 
to the director of nursing. 

In order to stimulate a further use of medical films by county 
medical societies, a copy of the latest catalogue was sent to the 
secretary of each of the 453 county medical societies in Colorado, 
Illinois, lowa, Minnesota, Oklahoma, Texas, and Wisconsin. A 
covering letter called attention to several films that could be 
wed effectively at a county medical society meeting. The letter 
pointed out that many medical societies appreciate the edu- 
cational value of good medical films but do not have ready 
access to a 16 mm. sound projector and a screen. Five possible 
sources were listed that might supply such equipment to medical 
societies. If there is an increase in the demand for films from 
county societies in these states, a similar letter will be sent to 
the remaining county medical societies in the country. 

At the request of the Committee on Medical Motion Pictures, 
an article on television as applied to postgraduate education was 
Prepared for THe JourRNAL by Dr. Arthur Holleb of the American 
Cancer Society. 
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The Committee continues to serve as a clearing house for all 
types of information with regard to medical and health films. 
During the past year more than 2,300 requests for information 
were processed by the Committee. 


MISCELLANEOUS ACTIVITIES 


Members of the Bureau staff continue to serve in numerous 
ways, such as preparing material for publication, reviewing 
books, giving talks and lectures, holding conferences, serving 
on boards and committees, and similar projects. The Director 
of the Bureau has continued his connections on the faculty of 
the University of Illinois College of Medicine and as director 
of medical exhibits at the Museum of Science and Industry, 
Chicago. 

Report of Council on Industrial Health 


Recently the Secretary of the American Medical Association 
received a request from the World Medical Association to 
comment on the possibilities for international cooperation be- 
tween member national medical societies in the field of occu- 
pational health services. One section of the inquiry dealt with 
unmet needs in the United States at the present time. This list 
is reproduced here with some modification, as representing the 
major planks in the current program of the Council on Industrial 
Health. These are: 


1. Improved communication between management, labor, and the medi- 
cal profession to promote a better understanding of the objectives of 
constructive medicine in industry and its relation to the economics 
of medical care. 

. Better integration between the biological, social, and physical sciences 
in order to understand the impact of the peacetime uses of atomic 
energy. on future patterns of industrial production and community life. 

3. Study and experimentation to determine the full potential usefulness 
of industrial health as a major component in community health. 
As such it should be a more effective adjunct to private practice 
and the public health services. 

4. Better standards of administration and professional services in public 
agencies concerned with the health problems of workers—health de- 
partments, factory inspection, workmen’s compensation, and reha- 
bilitation. 

5. Better correlation between industrial research and the delineation of 
potential health hazards. 

6. Determination of ways to make careers in industrial health more 
attractive to essential professional and technical personnel. 


Ne 


Each of these headings has widespread implication in the 
provision of better medical service and health protection to the 
working population. 


ETHICS AND OCCUPATIONAL MEDICINE 


An outstanding event of the past year was the completion and 
publication of Guiding Principles of Occupational Medicine. 
This document was prepared by a committee of representatives 
of committees on industrial health of the state medical societies, 
the Industrial Medical Association, and private practitioners, as 
well as members of the Council itself. The Section on Preventive 
and Industrial Medicine and Public Health passed a resolution 
in San Francisco, subsequently approved by the House of Dele- 
gates, to the effect that the Council on Industrial Health be urged 
to refer these guiding principles to state and county medical 
societies for endorsement as acceptable criteria under which 
industrial health services could properly develop. This distribu- 
tion has already begun. Also in accordance with this resolution, 
the Council is preparing reports on group development of small- 
plant industrial health services for the guidance and information 
of physicians and medical organizations generally. 

The issues raised at the San Francisco meeting of the House 
of Delegates relative to the ethical status of the salaried physician 
were of great interest to physicians in industry. Assurance was 
received from a number of quarters that the professional stand- 
ing of the industrial physician was not involved in the recom- 
mended changes in the Principles of Medical Ethics. However, 
since the language in the resolutions was not entirely explicit, 
the Council on Industrial Health has asked for an opportunity 
to be heard when this whole subject comes under study and 
review by the Judicial Council. 


HEALTH EDUCATION 


Many requests are. received from physicians, nurses, and 
others identified with in-plant health programs for dependable 
health education material. The best current sources are govern- 
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mental agencies, voluntary health organizations, life and casualty 
insurance companies, and the Association’s own Bureau of 
Health Education. This demand is steady and relates to all 
mediums—pamphlets, exhibits, radio, and television. The Coun- 
cil is of the opinion that this interest is not being properly 
capitalized as a means for instilling a sense of individual re- 
sponsibility for health and welfare and for providing a depend- 
able means for getting the sick and disabled into proper hands 
for prompt and early clinical management. *A census of all 
available agencies from which educational material is obtainable 
is now under way. To learn if there may not be ways of im- 
proving preparation and distribution, conferences will be held 
with the Bureau ot Health Education to determine the best 
means of bringing this project to fruition. 


MEDICAL CARE FOR INDUSTRIAL WORKERS 


The Joint Committee on Medical Care for Industrial Workers, 
representing-the Council on Industrial Health and the Council 
on Medical Service, operates in a field of increasing importance. 
The representation on this committee from the Council on 
Industrial Health has regularly included physicians ‘dentified 
with industrial or union health programs. The Council on Medi- 
cal Service representation is preeminently identified with private 
practice, which seems to provide both wide experience and 
balanced perspective. Acting on instruction from the two coun- 
cils, this joint committee is now engaged in an attempt to set up 
criteria io define scope, organization, professional relations, 
public relations, promotional activity, and other details associ- 
ated with union-sponsored or management-sponsored health and 
medical care services. In so doing it is drawing heavily on ex- 
perience developed through surveys carried on by the central 
office staff and through conferences held with the administrative 
personnel of the United Mine Workers of America Health and 
Welfare Fund, members of liaison committees in the state 
medical societies, and directors of medical prepayment plans 
sponsored by industrial management, unions, and consumers. 
This whole development is obviously of such preeminent con- 
cern to the medical profession at large as to warrant the closest 
attention to the details of its work. 

This committee has also taken steps to acquaint itself with the 
large and complicated problem of sickness absenteeism in in- 
dustry, in the expectation that a solution will depend on closer 
teamwork between family doctors, industrial physicians, person- 
nel administrators, and the workers themselves. 


WorRKMEN’S COMPENSATION 

During the past year the activities of the Committee on Work- 
men’s Compensation have been divided into two general fields 
of activity, both of which are designed to provide information 
for the medical profession and to stimulate its interest and 
participation in this field of social legislation. 

The first type of activity has been a continuing one for several 
years. In accordance with mandates of the House of Delegates, 
the committee has continued to study and report on medical 
relations in general under workmen’s compensation laws of the 
states, territories, and federal government, with special emphasis 
on choice of physician. At the request of the Oklahoma State 
Medical Association, a survey of medical relations under work- 
men’s compensation in that state was made last spring. The 
written report, submitted to the state association, was designed 
to assist in the evaluation of present practices and of the need 
for administrative or legislative changes in the law to insure the 
maximum welfare of the disabled worker. The June, 1954, issue 
of the A. M. A. Archives of Industrial Hygiene and Occupational 
Medicine contained another report on medical relations, entitled 
“Workmen’s Compensation Under the Federal Laws.” The in- 
formation concerning choice of physician contained in that 
report was discussed in greater detail and accompanied by 
recommendations in the Council’s report to the Board of Trus- 
tees last June. In accordance with these recommendations, 
further study of choice of physician by the disabled worker 
from a panel is under way at the present time. A preliminary 
study of the panel system under the Wisconsin workmen’s com- 
pensation law has been completed, and studies of panels used 
in other states have been planned. One other survey of medical 
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relations has been completed, and a report on the administratio, 
of the Ontario workmen’s compensation law is being prepared 
for early publication. 


The Council’s report on medical relations under workmen’; 
compensation in Illinois, submitted to the committee on indys. 
trial health of the Hlinois State Medical Society in October, 1953 
has continued to be a source of great interest and cooperative 
action. After thorough study and some revision by the state 
committee, the report was published with the approval of the 
council of the state society. The committee on industrial health 
then held a series of meetings with the Illinois Industrial Com. 
mission and representatives of labor, industry, and the legal 
profession, at which the report was discussed and suggestions 
made for the improvement of medical relations. Subsequently. 
the committee on industrial health assigned to subcommittees 
specific projects from which guiding principles will be estab. 
lished and great improvement in medical relations should resy|j. 
The experience gained by the Council’s Committee on Work. 
men’s Compensation as a result of this cooperative effort has 
been invaluable and has enabled it to determine how services 
in this field to organized medical groups can best be developed 
in the future. A detailed program for evaluating medical rela. 
tions under workmen’s compensation and making desired 
changes is now available from the Council on Industrial Health. 
This program may be initiated by the local medical societies 
alone or with the assistance of the state society and the American 
Medical Association, as desired. 


The second field of activity has been to meet some of the 
most critical problems in workmen’s compensation today, 
Among these problems is the lack of standards for medical evalu. 
ation of disability in workmen’s compensation cases. The Com- 
mittee on Workmen’s Compensation has appointed a Sub. 
committee on Disability Evaluation composed of representatives 
of the American Academy of Orthopaedic Surgeons, the Indus- 
trial Medical Association, and the Section on Orthopedic Sur- 
gery. The disability evaluation subcommittee has met several 
times since its inception last winter and is presently engaged in 
formulating basic principles of disability evaluation and in 
establishing criteria for evaluation of disabilities of the hand. 
The Committee on Workmen’s Compensation has also reviewed 
the work of a special committee on revision of the American 
Medical Association’s “Appraisal of Loss of Visual Efficiency,” 
which will be published soon. Another group is currently attack- 
ing the knotty problem of estimating hearing loss. 

There is great need for intensive short courses to familiarize 
physicians with authoritative information about medical, ad- 
ministrative, and legal aspects of workmen’s compensation. 
Consideration is being given to area conferences of this type 
sponsored jointly by the state medical society and the Council. 
These conferences can contribute greatly to wider participation on | 
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by the medical profession in a field in which sound medical com 
practices and opinions are of utmost importance. The Committee Indu 
on Workmen’s Compensation also recognizes the need for a of ¢ 
statement of guiding principles on those phases of workmen's tain 
compensation with which the medical profession is concerned, prov 
both as physicians and as citizens. Such a statement of principles have 


is in the process of preparation and will be presented to the to th 
Council for adoption in the near future. D 
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INTERPROFESSIONAL RELATIONS 

There are a number of projects in process that call for co- 
operation with other, nonmedical professional groups. The 
popular pamphlet, “Standing Orders for Nurses in Industry,” is 
currently under revision with assistance from the major nursing 


organizations. Similarly, a reorganization of recommendations heal 
relating to “Plant Hygiene Studies” is being made with assistance hea 
from the principal industrial hygiene groups. A joint committee ciati 
has been organized with the American Hospital Association and Kan 
a recommended procedure prepared that will bring to hospital ence 
employees health services similar to those widely available to Hou 


industrial workers. Because of current widespread interest in 
human relations, a joint committee is being set up with the Com- 
mittee on Mental Health of the American Medical Association 
that, in turn, will discuss these problems with personnel organi- 
zations and groups concerned with anthropology, psychology, 
and group dynamics. 
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ratio SCIENTIFIC DEVELOPMENT 

n ° ° ° ° 
Pared The Council on Industrial Health has in mind a considerable 
expansion of scientific activity in the areas that fall under the 
following headings: 


Men's 

ndus. 1, The accumulation of comprehensive reprint and bibliographic data 

1953 in the field of industrial toxicology. A fair share of staff work deals 

rative with queries sent in by members about the nature, diagnosis, treat- 
e 


ment, or prevention of hazardous exposures at work. At the outset 
State abstracted reviews of important articles in publications dealing with 
f the occupational health will be on file and cross-referenced in consider- 
ealth able detail. 

Com- 2, As a corollary to the above activity, the Council is developing 
legal exhibit material that will bring to the attention of general practi- 
tioners and others the essential facts about the health hazards of 
substances frequently used in industry and in the home. 

I]t is the Council’s opinion that failures in communication between 
otologists, industrial physicians, and technical personnel dealing with 
Stab- the measurement and control of noise in industry are resulting in 
esult, much lost time and duplication of effort. It is proposed, therefore, 
/ork- to set up a committee on industrial oto!ogy that will concern itself 
t has with the important aspects of noise and hearing conservation relating 
to occupation. The intent would be to make this committee a corre- 
lating rather than an investigative one, since the latter function is 
Oped being ably performed by the committee on conservation of hearing 
rela- of the American Academy of Ophthalmology and Otolaryngology. 
Sired Much current research is highly technical. In the development of 
‘alth, this new committee much more attention will be paid to clinical and 
ieties medicolegal aspects. 

The Council is of the opinion that recent advances in the care of 
industrial eye injuries, vision testing, visual demands of jobs, eye pro- 
tection, standards for illumination, and other similar details warrant 
* the the development of a separate conference on industrial ophthalmology, 
day, preferably under the conjoint auspices of a teaching department in 
valu. a medical school and with cooperation from affected professional 
. societies. Such a session would be a working conference, technical 
_ in nature, possibly to be followed by others more directly attuned 
Sub- to the needs of practitioners and industrial physicians, In this con- 
tives nection, a special committee appointed by the Section on Ophthal- 
dus- mo‘ogy has just completed a revision of the American Medical 
Sur- Association method of estimating visual loss. It is anticipated that 
the finally edited document will be published before the year is out. 
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d in Meanwhile, progress is being made in respect to many of the 
| in Council’s continuing interests in specific scientific areas, such 
ste as standards of physical examinations, record keeping, occupa- 
-~ tional cancer, dermatitis, pneumoconiosis, em>hysema, atmos- 
war: pheric pollution, and industrial cardiology, a.l of which have 
been repeatedly discussed in previous reports of the Council on 
Industrial Health. 


MEDICAL TRAINING AND ORGANIZATION 
Representatives from 29 states and guests, some 50 persons 
in all, attended the joint conference between committees on 
industrial health in the state medical societies and the Council 
on Industrial Health in Louisville, Ky., on Feb. 23. This has 
come to be a most useful feature of the annual Congress on 
Industrial Health. There were many encouraging demonstrations 
of excellent work by the state medical socieiy committees. Cer- 
tain of the state medical societies are exploring methods of 
providing staff assistance to these committees, which should 
have the effect of stimulating and providing essential continuity 
to these efforts. 

During the year the Council on Medical Education and 
Hospitals approved a revision of that section of its “Essentials 
of Approved Residencies and Fellowships” regarding occupa- 
tional medicine. This is widely regarded as a major step toward 
a program of certification under the aegis of the American 
Board of Preventive Medicine. 

The program of general practitioner education in industrial 
health, sponsored by the Council in company with the American 
Academy of General Practice and the Industrial Medical Asso- 
tiation, has resulted in seminars at the universities of Tulane, 
Kansas, North Carolina, Miami, and Texas. Regional confer- 
ences of greater scope have been held at Minneapolis-St. Paul; 
Houston, Texas; and Portland, Ore. 


IN MEMORIAM 
The Council on Industrial Health herewith records its sense 
of severe loss in the recent death of one of its most distinguished 
members, Dr. James Stevens Simmons. 
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Report of Bureau of Health Education 


Routine features of the work of the Bureau of Health Edu- 
cation, extensively recorded previously, will be dealt with briefly 
in this report. 

Correspondence from nonmedical inquirers asking health 
questions continues to occupy almost the entire time of the 
associate director, Dr. William W. Bolton, except for important 
contributions to television and to the direction of the Bureau. 
He gathers his information by intensive library research and 
by enlisting the services of consultants within and without Asso- 
ciation headquarters. These physicians and allied scientists have 
been most liberal in giving their time to answer questions for 
no compensation except the satisfaction of giving public service. 
Questions and answers selected from this correspondence regu- 
larly are among the most popular features in Today’s Health. 

Television is growing in importance and enlisting a constantly 
increasing interest among medical societies locally and among 
their members. At the same time, interest in radio is not 
diminishing appreciably. More than 11,000 local broadcasts 
from electrically transcribed programs have been produced and 
manufactured under the direction of the Bureau of Health Edu- 
cation. A spot map showing area coverage by radio indicates 
an almost complete blanketing of the country with considerable 
overlapping of radio programs broadcast by local medical 
societies from the Bureau’s electrical transcriptions. It seems 
obvious that these cannot be discontinued. At the same time, 
the increasing demands for television have suggested, during the 
current year, a reduction from four series of electrical transzrip- 
tions, 13 programs each, to three such series, because the Bureau 
has actively in circulation a total of 30 up-to-date, 13-program 
series of electrical transcriptions. At the same time, the Bureau 
has become convinced that network radio, as distinguished from 
local “spot” programs from transcriptions, has ceased to be use- 
ful to the American Medical Association except under unusual 
circumstances. Therefore, during the current year the usual 
springtime series of six documentary network programs was 
omitted and the funds applied to the television budget. 

The Bureau carried forward its usual variety of committee 
and liaison work in cooperation with other agencies and with 
other bureaus and departments at American Medical Association 
headquarters. The Bureau also continued to work successfully 
with Today’s Health, each department supplementing the other. 


QUESTIONS AND ANSWERS 


Requests from lay correspondents in this country and many 
foreign countries for specific information or general material 
on health education reached a total of 13,863 for the period 
Sept. 1, 1953, to Aug. 31, 1954. All the leaders were in greater 
demand as a result of either newspaper promotion or special 
offers made on television programs. The leading item requested 
was material on sex education of adolescents. Second on the list 
was weight reduction, and third was the subject of plastic sur- 
gery. Mental hygiene continued to be of considerable interest, 
and there also was considerable interest in the general subject 
of glands and metabolism. Following in order were nutrition 
and vitamins, heart disease, disorders of the nervous system 
other than nervous, alcohol, tobacco, and narcotics. 

In most instances, educational literature prepared by the 
Bureau staff or reprinted from articles appearing in Today’s 
Health was sent with a personal reply. In addition, correspond- 
ents were advised regarding other sources of helpful material 
on the subjects of special interest. Special free material was 
mailed to 1,298 persons, most of these being school teachers. 
There was a decrease in letters referred from various health 
museums. From the replies prepared, topics suitable for publi- 
cation in the “That's a Good Question” department of Today’s 
Health were selected. As in previous years, helpful consultation 
was provided in some instances by national organizations active 
in special health education areas. 


Loan COLLECTIONS 


Requests for the various packets of health education ma- 
terial made available by the Bureau to physicians and profes- 
sional workers for use in the preparation of health talks for 
presentation to lay groups increased appreciably, which appears 
to be a reflection of the continuing rise in interest on the part 
of the general public in health education matters. Subject in- 
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terest was about as diversified as in the previous period. Leading 
the list was mental hygiene, with sex education, medical ad- 
vances, and health of the school child next. The practice of let- 
ting the borrower retain the literature sent was continued. This 
has been found much more satisfactory than the earlier method 
of sending bound material that is revised from time to time. 


TELEVISION 

The growing importance of television and the high cost of 
many of its features have posed a real problem that the Bureau 
has attacked with an attitude of progressive caution, pursuing 
a number of different lines without extensive commitments in 
any line. By this means it is hoped to ascertain what will be 
the Bureau’s most successful contribution to state and local 
television, in which the medical profession is engaging with in- 
creasing frequency and enthusiasm. Many excellent local pro- 
grams are being produced, some with help from the Bureau and 
some without. Since successful television is essentially a local 
project insofar as medical television is concerned, the active 
interest of local medical societies is a healthy sign that is wel- 
comed by the Bureau and to which it is hoped that the Bureau 
can give the largest possible measure of helpful cooperation 
and participation. 


SURVEY OF TELEVISION BY LOCAL MEDICAL SOCIETIES 

In April, 1954, the Bureau of Health Education sent letters 
with questionnaires to 319 medical societies in whose areas, state 
or county, television stations were known or believed to be in 
operation. Approximately 33% of the questionnaires were an- 
swered. Many comments were written in letters and on post- 
cards. In substance, they indicate that local medical societies 
will sometimes use live programs, locally produced, but will 
also be happy to use films. They desire and appear to need 
cooperation from American Medical Association headquarters. 
On the basis of this survey, the Bureau has taken the following 
actions: 1. A second series of films, five minutes each in length, 
under the title “What to Do,” has been produced and circulated. 
This second series deals with the following subjects: sore throat, 
contagious diseases in the home, good eating habits, home acci- 
dents, the convalescent child, and cuts and bruises. 2. The 
Bureau has developed two pilot projects known as script clips. 
One of these has to do with the training of a deafened child to 
use a hearing aid and is entitled “Sally’s Noise Box.” The other, 
dealing with smallpox vaccination, is called “Double Take.” 
Two other script clip programs are in preparation, one on blood 
and the other on weight reduction. A script clip program con- 
sists of a script that can be used by a local physician who may 
either read it or master its general substance and then speak 
extemporaneously or from an outline. Accompanying the script, 
which is 15 minutes in length, is about 10 minutes of film illus- 
trating points in the script. With a little rehearsal, this basic 
program material can be worked into an excellent, informative 
presentation. 3. The Bureau has developed helps for local medi- 
cal societies to which it has given the copyrighted name “Tele- 
visuals.” A televisual may be an anatomic model, an anatomic 
or statistical chart, a diagram, or any other “property” that can 
be loaned or given to a local medical society. 

“The Doctor Answers,” a Monday through Friday 15-minute 
telecast, began on Monday, Feb. 15, 1954, and can be seen at 
1:15 p. m. on WBKB, channel 7. One hundred ten shows were 
telecast through Aug. 31, 1954. The program is based on ques- 
tions received from the viewing audience and is, therefore, highly 
diversified, miscellaneous, and informal in character and presen- 
tation. There is a strong possibility that this program may be 
filmed for wide distribution under appropriate sponsorship. 


RADIO AND TELEVISION FROM CLINICAL AND ANNUAL 
MEETINGS 

Radio and television services other than scientific telecasting 
in color in connection with the St. Louis Clinical Meeting and 
the San Francisco Annual Meeting were handled, as usual, by 
the Bureau of Health Education. At both meetings, in many 
instances the Bureau’s materials were used by well-known broad- 
casters and telecasters on established programs with wide and 
regular listening audiences. 
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St. Louis is not an origination point for networks and has Very 
few of the necessary facilities for taking film for feeding net, 
work newscasts and special features. For this reason, COVErage 
to the public through radio and television was somewhat less 
than was possible at Denver, Washington, Los Angeles, ete 
Nevertheless, all available outlets in St. Louis were fully covereg 
The St. Louis stations proved most cooperative throughout the 
seventh annual Clinical Meeting. 

Radio and television coverage at the San Francisco conyep. 
tion, exclusive of the Presidential address and the Smith, Kling 
and French show, was arranged by the Bureau of Health Fyy. 
cation. The Bureau, as usual, cooperated in the Smith, Klin. 
and French presentations. The American Medical Associatio, 
message throughout the week was probably heard and seen hy 
over 60 million persons. 


LocaL BROADCASTS 
Eleven local radio programs, including one network program, 
and five television broadcasts, including one network program, 
were given by the staff of the Bureau and others in connection 
with meetings they were attending in other cities and in Chicago, 


HEALTH AND FITNESS DIVISION 


Two consultants staff the Health and Fitness Division, which 
functions as an integral part of the Bureau of Health Education, 
The Division advises and counsels with state and local medical 
societies and voluntary and governmental agencies in education 
and public health on the medical and educational aspects of 
school health. The staffing of the division with an educator 
trained and experienced in health teaching and supervision a 
all school levels and a physician certified in preventive medicine 
and public health with a variety of experiences in both of thes 
areas has aided materially in making the counsel on administra. 
tive and interprofessional problems in school health that js 
offered by the Association acceptable to all of the professional 
interests involved. 

The fourth National Conference on Physicians and Schools, 
the most recent among a series of conferences on this subject 
sponsored by the American Medical Association under the d- 
rection of the Bureau of Health Education, was held at the 
Hotel Moraine, Highland Park, Ill., Sept. 30 to Oct. 2, 1953. 
Like its predecessors, the fourth conference was planned and 
directed by the consultants in health and fitness. The conference 
attracted the largest number of participants since the inception 
of these meetings; more than 200 representatives of state and 
territorial medical associations, health departments, and edv- 
cation departments, as well as delegates from a number of 
national voluntary and governmental health and educational 
agencies, were present. In addition, representatives from medical 
societies, health departments, and education departments ser- 
ing the two largest cities in each of the nine census reg ons 
participated in a special discussion of school health problems 
in large cities. Eighty-six consultants drawn from the professions 
of medicine, education, and public health served as leaders for 
the 11 discussion groups that met throughout the conference. 
Discussions centered around the relationships of physicians to 
school health services, with specific subjects for small group 
discussions. This and previous conferences were recognized by 
the American Academy of Physical Education through an 
award to the Bureau of Health Education “for its Conferences 
on Physicians and Schools designed to stimulate mutual under- 
standing and joint action among physicians, public health ad- 
ministrators and educators in agencies at the state and local 
levels in the development of adequate school health programs.” 
Such recognition by an education association is indeed gratify- 
ing and indicates some degree of success in the promotion of 
interprofessional relations. The report of the fourth conference 
was published early in 1954. 

Many state and local conferences on physicians and schools, 
following the pattern of the national conference, have been held 
in various parts of the country since the first national conference 
in 1947. The fourth national conference seemingly has encour- 
aged more state and local conferences than any single previous 
national meeting. The consultants have participated in planning 
and conducting many of these, and, within the limits of available 
time, their services are available to state associations for such 
purposes. 
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The results of the national conferences, particularly in the 
encouragement of state and local groups to carry on inter- 
professional and interagency cooperation in solving school 
health problems at home, have been most gratifying. A question- 
naire study conducted by the Health and Fitness Division relating 
io the activities of state medical associations in school health 
during the previous year showed that these activities extend far 
beyond the conduct of periodic conferences. There has been a 
steady growth in the development of continuing concern by 
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nVen. state medical associations, with appropriate interagency activities 
Kline leading to the development of soundly conceived school health 
| Edu. programs. 

Kline The educational consultant is a member of the Joint Com- 


ation 
en by 


mittee on Health Problems in Education of the National Edu- 
cation Association and the American Medical Association. At 
this year’s meeting of the committee he was again elected as 
secretary at.1 is now serving in this capacity for the fourth con- 
secutive year. Both consultants provide assistance to the joint 
committee in a number of ways, particularly as technical as- 
sistants to the several subcommittees concerned with joint 
committee projects. Both consultants also served on the final 
editing committee that, during the past year, completed the 
preparation of the joint committee’s new book, “School Health 
Services.” 

The medical consultant has served in a consultive capacity 
to the Council on Medical Service’s committee on maternal and 
child care. This arrangement has made possible close liaison 
between the child health activities of the Council and those of 
the Bureau of Health Education as these relate to school health 
programs. He also has served as health education consultant to 
the joint committee on medical care for industrial workers of 
the Council on Medical Service and the Council on Industrial 
Health. 

Health education films, particularly those used for visual edu- 
cation in the schools, are important educational mediums. Within 
limitations, the consultants review such films coming to the 
Committee on Medical Motion Pictures to determine their tech- 
nical accuracy and applicability. In certain instances the con- 
sultants make use of appropriate films from the committee’s 
library in connection with their Association responsibilities in 
the field. 

An informal inquiry into medical school teaching in preven- 
tive medicine and the evolution of physician attitudes toward 
public health administration and schoo! health services is being 
continued from previous years. The informality of this inquiry 
and the constant and rapid change taking place in teaching prac- 
tices make this a long-term project that may require a number 
of years for its completion. 

The consultants have also participated in the orientation of 
foreign visitors and graduate students to the Bureau, particularly 
in reference to school health policies and programs. During the 
past year, persons or groups from many countries and students 
from a number of universities have been welcomed to the Bureau 
offices. 

As a means of promoting healthy interprofessional and inter- 
agency relations between the American Medical Association and 
other educational and health agencies concerned with school 
health, community organization, and health promotion, both 
consultants are active in the work of many associations. 
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nces BUREAU PUBLICATIONS 


\der- The Bureau now carries 317 pamphlets as regular stock items. 

ad- During the year 29 new titles, all but one of which were re- 

ocal printed from Today’s Health, were added, revised printings of 

ms.” 53 ordered, and 25 titles discontinued. 

ny MEETINGS AND CONFERENCES 

ence The Bureau staff traveled 157,159 miles to attend meetings 
or address audiences in 35 states and the District of Columbia. 

sols, The staff participated in 251 conferences and committee meet- 

held Ings. 

nce COOPERATIVE RELATIONSHIPS 

our- American Public Health Association, Public Health Education 

ious Section, Television Committee—A meeting of the committee 

ning was held on Nov. 16, 1953, in New York during the annual 

able session of the American Public Health Association, and an 


extensive report was presented. The Director completed his 
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second year as chairman of the television committee, and the 
associate director was appointed to succeed him for a term of 
one year. 

National Society for the Prevention of Blindness, Board of 
Directors.—Owing to the inability of the Director to be present 
at meetings, most of which are held in New York, he felt he 
was an uncatisfactory member of the board of directors, and 
in accord with his request the American Medical Association's 
Board of Trustees relieved him of the assignment as of February, 
1954. 


National Safety Council Traffic and Transportation Confer- 
ence.—The Director was appointed to represent the Association 
at the traffic and transportation conference of the National 
Safety Council for a term of one year, beginning July, 1954. 


Other Assignments.—The Director continues to serve as 
official representative of the American Medical Association on 
the following committees: 

American National Red Cross, Advisory Board on Health Services 

Cleveland Health Museum, National Advisory Council 

A.M.A.-NEA Joint Committee on Health Problems in Education, Edi- 
torial Subcommittee on Revision of Sex Education Pamphlets 

A.M.A. Committee on Television 

Safety Organization Subcommittee on Organized Public Support of the 
President’s Highway Safety Conference 

American Diabetes Association, Committee on Purposes and Policies 

National Congress of Parents and Teachers, Advisory Committee on 
Health and Summer Round-Up 

National Society for Medical Research, Executive Committee and 
Board of Directors 

National Committee for Boys and Girls Club Work (4-H Clubs) 


United States Government Agencies.—The Bureau continues 
to cooperate by correspondence or otherwise with government 
agencies. Materials or information have been furnished during 
the past year to many of them. 

Joint Committee on Health Problems in Education, A. M. A.- 
NEA.—The chief function of the joint committee is “to con- 
sider principles and policies and to make recommendations on 
problems affecting the health of children and youth of school 
age.” The committee, established in 1911 at the suggestion of 
the American Medical Association, this year completed its 43rd 
year of activity. Now composed of five representatives of each 
of the parent organizations, appointed by their respective govern- 
ing bodies, the committee provides a medical-educational “appeal 
board” on health problems in education. 

The joint committee’s new book, “School Health Services,” 
was published in October, 1953. This volume, a project approved 
by the governing boards of both associations, had been in process 
over a two year period. It provides a companion volume for the 
authoritative text, “Health Education,” first produced by the 
committee in 1924 and revised several times since. 

During the year March, 1953, to March, 1954, a number of 
subcommittees were active in a variety of projects having to 
do with school health. The subcommittee on the nurse in the 
school completed materials this year that will be published 
shortly in pamphlet form. 

The joint committee has (1) recommended that the national 
conferences on physicians and schools, sponsored by the Ameri- 
can Medical Association under the auspices of the Bureau of 
Health Education, continue to be held at biennial intervals in 
the future, and that similar meetings on a state and local basis 
be held under the joint sponsorship of the state medical asso- 
ciation, state dental association, state department of public 
health, and the state department of public instruction; (2) en- 
dorsed the recommendations of the National Conference on 
Program Planning in Games and Sports for Boys and Girls of 
Elementary School Age held May 25 and 26, 1953; (3) rec- 
ommended that the department of classroom teachers of the 
National Education Association and/or other appropriate pro- 
fessional agencies be requested to cooperate to bring about a 
revision or rewriting of the book, “Fit to Teach”; (4) recognized 
a currently increased concern regarding the school’s role in 
alcohol and narcotics education (instruction is now required by 
law in all states); (5) issued a statement relative to recent in- 
stances of violence following high-school basketball games; (6) 
endorsed in principle the materials in “School Athletics,” a 
1954 publication of the Educational Policies Commission, as 
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these materials relate to the protection of the health of school 
children and youth; and (7) reaffirmed the recommendations 
reported by the Bureau of Health Education last year. 


MISCELLANEOUS 


The Bureau entertained and arranged observation schedules 
for 21 visitors, including one or more from each of the follow- 
ing countries: China, England, India, Germany, Denmark, and 
Paraguay. In most instances arrangements were made for these 
visitors to tour the American Medical Association building and 
to spend time in the particular departments that interested them 
most. Arrangements were made for many of them to visit and 
become acquainted with the work of other Chicago agencies, 
such as the American Dental Association, the American Hos- 
pital Association, the American College of Surgeons, medical 
schools and universities, health departments, social agencies, 
public schools, and museums. 


APPRECIATION 


The professional staff of the Bureau, the specialized non- 
professional workers in charge of the details of the Bureau’s 
various programs, and the clerical staff have shown an excep- 
tional interest in their work and have made possible the con- 
sistent delivery of a high grade of service with a minimum of 
errors. Numerous contacts with the outside, including profes- 
sional, business, and governmental contacts, have been of great 
service in the work of the Bureau, and the Director wishes to 
express appreciation to all these agencies and persons. 


Report of Bureau of Medical Economic Research 


The various activities of the Bureau of Medical Economic 
Research have been given approximately equal weight in pre- 
vious annual reports. This procedure seems somewhat in- 
applicable to a report of the past 12 months because of concen- 
tration on three main items: (1) completion of the pin-point study 
of the distribution of physicians by medical service areas, (2) 
activities in connection with the Jenkins (Reed)-Keogh bills to 
establish a voluntary, individual pension system, and (3) ex- 
pansion in IBM work for others. During the year, the Bureau 
distributed about 295,000 copies of its publications. 

The results of the Bureau’s comprehensive survey of the 
distribution of physicians in the United States as of April, 1959, 
were presented in Bulletin 94, “Distribution of Physicians by 
Medical Service Areas.” A preview of the results was presented 
last February at the Annual Congress on Medical Education 
and Licensure. This preview was published as Bulletin 94B, 
“How Bad Is the Distribution of Physicians?” In June, 1953, a 
series of 20 sectional maps, each showing the medical service 
areas of only one or a few states, was presented in Bulletin 94A, 
which should be regarded as an integral part of Bulletin 94. 
The national ranks of each medical service area on 19 bases were 
presented in Bureau publication M-85, largely for the use of 
the staff members of the state medical societies, whose assistance 
at many points in the study was vital. Although one or more 
years must elapse before this heavy volume finds its place in the 
literature of medical economics, no one has yet attempted to 
refute the following findings: 1. Although % of the land area 
of the United States was beyond a 25 mile radius from any 
physician in active private practice, only % of 1% of the popu- 
lation of the United States resided there. 2. Every city, town, 
or village with a population of more than 5,000 had at least one 
physician in active private practice, as did 96% of the places 
with a population of from 2,500 to 5,000 and 88% of the places 
of from 1,000 to 2,500 population. In fact, % of the places 
with a population between 750 and 1,000 had an active physician, 
and a total of 15,192 places with more than 100 persons had at 
least one physician, compared with 12,200 such places with an 
independent retail drugstore, 9,100 with a dentist, and 3,600 
with a registered hospital. 3. The population per physician did 
not vary as much from area to area as other characteristics of 
the 757 areas. 4. Only 361 additional physicians would have 
been required in the 75 areas that had more than 2,000 persons 
per physician to have reduced the ratios in every one of these 
75 areas to less than 2,000 persons per physician. This small 
number, 361, which some might consider a “national shortage” 
of physicians, is in sharp contrast to the estimates of shortages 
ranging from 22,000 to 49,000 emanating from Washington in 
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recent years. Moreover, only 2,530 additional physicians woujy 
have been required in the 262 areas with more than 1,500 Persons 
per physician to have reduced the ratios in every one of these 
262 areas to less than 1,500. 5. This long study clearly demop. 
strates that the distribution of physicians in the United Stata 
in April, 1950, in relation to the persons whom they served yw. 
excellent but not perfect. 
PENSIONS 


As the American Medical Association representative on the 
Coordinating Committee on Pensions for the Self-Employed anq 
the Pensionless Employed, the Director has continued his effor 
in regard to the Jenkins (Reed)-Keogh bills (H. R. 10 and H.R 
11, 83rd Congress). He has also testified with Dr. F, J, , 
Blasingame of the Board of Trustees before the House Com. 
mittee on Ways and Means (April 6, 1954) and the Senate 
Committee on Finance (July 6, 1954) against the proposed 
“waiver of premium” and the proposal to provide compulsory 
coverage of all self-employed physicians under Old Age and 
Survivors’ Insurance in the amendments to the Social Securit, 
Act. He also collaborated with Dr. Blasingame in an article jp 
THE JourNat for Nov. 7, 1953, page 921, entitled “A Physician 
and an Economist Look at Old Age and Survivors’ Insurance” 
The purpose of the article was to show that the trend in OAS| 
legislation is clearly toward Townsendism and away from the 
earlier concept of an insured pension system in which the em. 
ployee, along with his employer, was expected to prepay before 
retirement substantially the entire cost of his pension. In fact, 
it has become increasingly difficult to keep the positive program 
of developing a voluntary, individual retirement pension system 
separated from resistance to compulsory OASI coverage. One 
of the most effective statistics developed by the Bureau was the 
fact that 84.2% (18,800 out of 22,300) of the physicians in the 
age group 65 to 74 in April, 1950, were in active private practice, 
This figure of 84.2%, a by-product of the medical service area 
study, was useful in helping congressmen and senators to under- 
stand that few self-employed physicians retire. Furthermore, an 
extremely high percentage of the active physicians between ages 
65 and 75 were general practitioners and were located in the 
smaller towns. The final action of Congress in reducing the 
maximum age when OASI pensions would be payable regardless 
of earnings from 75 to 72 changes the situation only slightly. 
Whereas 84.2% of physicians between 65 and 75 were engaged 
in active private practice in April, 1950, the percentage for ages 
65 to 71 was 85.4%. These percentage figures are actually too 
low, because the Bureau’s category, “active private practice,” 
does not correspond precisely with the definition of “self- 
employed” in the Social Security Act. It must be noted, however, 
that a subsequent lowering of the maximum age from 72 to 
70 or 68 by Congress would present an entirely new situation. 

The Director and Mr. George Roberts of New York City, who 
represents the American Bar Association, made a number of 
attempts to induce the Treasury Department to give an analysis 
of H. R. 10 and H. R. 11 to the House Ways and Means Com- 
mittee, which continued to refuse to vote on these identical bills 
until a Treasury report had been received. In the closing weeks 
of the 83rd Congress, Treasury officials gave what might be con- 
sidered a promise to investigate the matter as soon as the big 
tax bill and the Social Security amendments had cleared Con- 
gress. Since the latter was among the last bills to go to the 
President, it cannot be said that the Treasury has failed to keep 
this belated promise. The most disturbing part of our relation- 
ship with the administration in supporting the Jenkins (Reed)- 
Keogh bills has been the inference, but with no direct statement, 
that the administration is unwilling to push the Jenkins (Reed)- 
Keogh bills until self-employed professional persons and self- 
employed farmers are brought under OASI. 

The Director was instrumental in having an editorial suppott- 
ing the principles of the Jenkins (Reed)-Keogh bills published 
in the Saturday Evening Post and an article summarizing the 
effort to obtain pension equity for the self-employed, in the 
U. S. News and World Report. A Bureau question-and-answet 
pamphlet, “Prepaid Pensions for All” (M-81), was given wide 
circulation. It stated some of the reasons why the American 
Medical Association was supporting the Jenkins (Reed)-Keogh 
bills and opposing compulsory coverage of physicians under 
OASI. By a strange coincidence, Sir Stafford Cripps, while 
chancellor of the exchequer in the Labor government of Prime 
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Minister Attlee in April, 1950, appointed a committee to study 
the pension problem of the self-employed and the pensionless 
employed in Britain. This committee, known in Parliament as 
the Millard Tucker No. 2 Committee, issued a white paper early 
in 1954. In this report, the committee took a position that is 
quite comparable to that taken by the American Bar Association, 
the American Medical Association, the American Dental Associ- 
ation, the American Farm Bureau Federation, and the more than 
, dozen other national associations in the United States in sup- 
porting the Jenkins (Reed)-Keogh type of legislation. The major 
nding of the committee was that the self-employed and pension- 
iess employed had been left unprovided for by pension legislation 
in England and that something should be done to encourage 
them, especially during a period of high income taxes, to put 
away something for their old age. This British committee report 
would seem to put to rest any rumors that H. R. 10 and H. R. 
{1 do not meet a broad social need. 

The Director and Mr. Roberts had conferences with the 
attorneys representing Gov. Thomas E. Dewey, who became 
interested in the spring of 1954 in the pension plight of the self- 
employed and the pensionless employed. Governor Dewey's 
ideas are embodied in the Ray bill (H. R. 9754, 83rd Congress). 
This bill is a revision of H. R. 10 and H. R. 11; the principal 
difference is that it would reduce the maximum amount that 
could be excluded annually from taxable income from $7,500 
to $3,000 and the percentage of earned income from 10% to 
5%, In fairness to Congressman Ray and Governor Dewey, it 
must be stated that the precise language of H. R. 9754 would 
apparently provide self-employed physicians age 55 or over, 
when the act goes into effect, with an opportunity to save for 
old age almost equal to that proposed in H. R. 10 and H. R. 11, 
but the Ray bill would provide self-employed physicians under 
age 55 with a far more restricted opportunity to save for old 
age. There is an unconfirmed report that the Treasury Depart- 
ment would not object strenuously to the Ray bill and that it 
might become the basis of compromise in the 84th Congress 
between the Treasury Department and the supporters in and 
out of Congress of the Jenkins (Reed)-Keogh bills. It should 
be added that the Hon. Thomas A. Jenkins (R., Ohio) and the 
Hon. Eugene J. Keogh (D., N. Y.) (Mr. Keogh again became a 
member of the House Ways and Means Committee on July 25, 
1954, on the death of his senior colleague from Georgia, A. 
Sidney Camp) have given the Director and Mr. Roberts fine 
cooperation during the 83rd Congress, second session. 

Everything considered, the Director feels that considerable 
progress was made towards the eventual enactment of a satis- 
factory individual, voluntary retirement system for the 11 million 
self-employed and the 30 million pensionless employed. In 
other words, progress has been made towards elimination of 
these 41 million gainfully employed persons from the category 
of second-class citizenship in the matter of tax deferment on 
amounts set aside for the retired years of life. The inclusion of 
self-employed farmers and accountants under the OASI amend- 
ments in August, 1954, will undoubtedly have some effect on the 
prospects of favorable action on the Jenkins (Reed)-Keogh bills 
in the 84th Congress. 

IBM SECTION 

The steady expansion in IBM work noted in previous annual 
reports has continued during the past year. Most of the tables 
of Bulletin 94, “Distribution of Physicians by Medical Service 
Areas,” were prepared on the IBM machines from the six-card 
fle maintained on every physician in the 48 states and the 
District of Columbia, derived originally from Directory Depart- 
ment information. The same file was used for the purpose of 
electing a large sample of physicians for the survey being con- 
ducted by the Council on Medical Service on the attitudes of 
physicians toward voluntary health insurance. This same punch- 
card file was also used to select a large sample of physicians 
for the purpose of mailing the physicians’ questionnaire on post- 
graduate education, a project of the Council on Medical Edu- 
cation and Hospitals. The responses to this questionnaire were 
also tabulated in the IBM section. The section continues to 
punch and tabulate data developed in the cancer study of the 
Committee on Research, and, for the Council on National 
Defense, has continued periodically to punch and tabulate replies 
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from its armed forces questionnaire. A variety of IBM services 
have been performed for the Joint Commission on Accreditation 
of Hospitals. 

References were made in the Bureau’s report last year to an 
experiment with the State Medical Society of Wisconsin. It can 
now be reported that the experiment appears to be successful 
and that beginning in 1955 it should be possible to undertake a 
similar operation with another state medical society. Until this 
experiment began, the Director was not aware of the extent to 
which the state medical societies are probably using the physi- 
cian’s residence address as the official address in the state society 
records or for mailing purposes, or both; the office address is 
the only address in the Bureau’s punch cards for those physicians 
for whom the American Medical Directory gives both the office 
and the residence address. Now that these address changes are 
completed, the exchange of punch cards with the State Medical 
Society of Wisconsin has been working smoothly, reducing the 
clerical efforts at Association headquarters and in Madison. 
When a physician’s name enters the files in Madison before the 
Directory Department has processed it to the IBM section, the 
section receives a request for the assignment of new serial num- 
bers. Although there are still minor difficulties to be eliminated, 
it would appear feasible to expect that some day all state medical 
societies using IBM punch cards will use the Bureau’s unique 
serial number and exchange punch cards. The Director has been 
informed by the Membership Department that the new system 
is helpful in maintaining American Medical Association mem- 
bership records for physicians in Wisconsin. 

The Bureau has performed IBM services for a variety of 
groups, including a medical fraternity, the alumni association 
of a medical school, a federal government agency, a state gov- 
ernment agency, a pharmaceutical house, the advertising office 
of Today’s Health, and the Association’s Committee on General 
Practice Prior to Specialization, which involved every fourth 
name of a certified diplomate of an American board. The 
Bureau is doing the accounting for indirect contributions to the 
American Medical Education Foundation and printing the pocket 
cards, and also prepares lists of direct contributors to medical 
schools. 

In conjunction with the Membership Department, preregistra- 
tion cards were mailed to a large number of members in the 
Middle West prior to the St. Louis Clinical Meeting and to 
members residing only in California prior to the Annual Meet- 
ing. The proportion of physicians who brought the preregistra- 
tion blank, actually an IBM card, to the registration desk was 
satisfactory from the standpoint of IBM operations. The Bureau 
has been engaged with the Membership Department in an 
operation that seems sufficiently important to describe in this 
annual report. By shortening some of the first names and some 
of the addresses, the number of columns allocated to this in- 
formation in the three punch cards has been reduced from 120 
to 66. This shortening process will mean that the Membership 
Department punch cards will eventually contain only two cards 
for each member—a multiple-line printing card with abbreviated 
first name and address and a cash card. The new membership 
deck will then have only one card instead of the present two 
cards for physicians in small towns without street addresses, and 
only one card instead of three cards for physicians in large cities 
with street addresses. This will eliminate from the membership 
deck 230,000 punch cards. If the response of physicians to the 
abbreviated addresses used by the Membership Department in 
its operations is not unfavorable, the Bureau plans to convert its 
three card system to a single card system, eliminating some 
350,000 punch cards from the main file. 

During the year, the Bureau contributed three articles, four 
editorials, and three book reviews to THE JOURNAL, and three 
editorials were prepared for Today’s Health. The Director de- 
livered 22 speeches, and members of the staff gave 3; 6 of the 
speeches were before county medical societies, one to the annual 
Congress on Medical Education and Licensure, and another 
to the Congress on Industrial Health. The Director was a par- 
ticipant in the National Manpower Conference at Columbia 
University and was among a group of economists invited by 
Columbia University to participate in a special session on world 
economic problems in connection with its bicentennial celebra- 
tion. The Director has served as a member of the Consumers 
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Price Index task force of the Business Research Advisory Com- 
mittee of the U. S. Bureau of Labor Statistics and as a consultant 
to the Air Force Personnel Training and Research Center. 


Report of Council on Pharmacy and Chemistry 


The average physician has neither the time nor the facilities 
to experiment with new drugs in order to determine their proper 
indications for use, contraindications, hazards, and dosage. He 
must rely on authoritative sources for this information. The 
Council on Pharmacy and Chemistry has continued to serve the 
medical profession through its drug evaluation program and 
publication of authoritative reports on medicinal agents. New 
drugs are appearing on the market at an increasingly rapid rate. 
It is recognized that many of these new agents are extremely 
useful but also capable of doing more harm than good if ad- 
ministered without due appreciation of their hazards or ob- 
servance of necessary precautionary measures. During the past 
year considerable thought has been given to ways and means 
whereby the Council can render a better service to the profession. 
It is anticipated that a somewhat revised program of operation 
in the future should allow the Council to publish more timely 
reports and thus provide physicians in general with useful in- 
formation on new agents as soon as possible. 


EVALUATION OF DRUGS FOR ACCEPTANCE 


The major activity of the Council during the past year has 
continued to be the drug acceptance program. This program is 
largely dependent for its success on those pharmaceutical manu- 
facturers who cooperate voluntarily with the Council by sub- 
mitting worth-while new products for evaluation. During the 
period from Sept. 1, 1953, to Sept. 1, 1954, there were 223 
products submitted for acceptance. Of all the drugs submitted 
during this period, 51 were distinctly new contributions that had 
not been described previously in New and Nonofficial Remedies. 
This represented an increase of 14 over the previous year. 
Apparently most pharmaceutical firms are not reluctant to have 
their worth-while new products evaluated by an independent 
group of experts in the field of drug therapy. The problem of 
selecting suitable trade and nonprotected names for new drugs 
has become increasingly difficult. Many drug firms approach the 
Council regarding the acceptability of proposed nomenclature 
for new drugs well in advance of the anticipated time of market- 
ing. Cooperation of this type has often obviated needless changes 
in labeling or delay in acceptance. The Council has come to 
depend to an increasing extent on consultants in various special- 
ties for advice or assistance in resolving many questions relating 
to the propriety of new claims for medicinal agents. The valuable 
services of these consultants have often made it possible for the 
Council to keep pace with the rapid advances that are being 
made in therapeutics and to expedite the drug acceptance pro- 
cedure. 

MEETINGS 

The regular activities of the Council, including such matters 
as the consideration of products for acceptance and adoption of 
reports for publication, continue to be conducted through the 
medium of a biweekly confidential bulletin. However, the annual 
meeting of the Council provides an opportunity to discuss or 
review important problems relating to drug therapy, to consider 
modification or extension of activities and procedures, and to 
deliberate over the reports received from the various standing 
committees. 

CORRESPONDENCE 


Most correspondence deals with matters relating to the drug 
acceptance program and the various publications issued or 
sponsored by the Council. In addition, several thousand inquiries 
from practicing physicians pertaining to drugs and therapeutics 
are answered by the Council office each year. Requests for in- 
formation relating to particular drugs or therapeutic procedures 
are also received from numerous lay and professional groups or 
organizations. Many telephone inquiries are answered directly 
by the Council office staff. 


COLLABORATION 


Every effort is made to provide full collaboration with other 
groups or organizations on matters of mutual interest. Infor- 
mation is regularly exchanged between the Council office and 
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the revision committee of the U. S. Pharmacopeia and Nationa] 
Formulary, the Federal Food and Drug Administration, ang the 
U. S. Public Health Service. Information relating to the nome. 
clature as well as to the tests and standards for new drugs j, 
also exchanged with groups or agencies in foreign Countries 
The program of cooperation with the revision committee of the 
International Pharmacopeia on the matter of selecting non. 
protected names for new drugs has been continued. Not jp. 
frequently the Council office is also requested by other bureay, 
or departments at Association headquarters to furnish advice ¢ 
assistance in matters involving drugs or therapeutics with which 
they are concerned. 


PUBLICATIONS AND REPORTS 

Two completely rewritten books sponsored by the Coungj 
were published this year. They are Fundamentals of Anesthesia 
and Glandular Physiology and Therapy. 

Material for Fundamentals of Anesthesia was contributed by 
several well-known anesthesiologists from various parts of the 
United States and put into a concise outline form by the Coup. 
cil’s publications staff. The task of editing and integrating thes 
contributions was supervised by a revisions committee composed 
of prominent anesthesiologists from the Chicago area. The 
publisher has already informed the Council office that the firy 
printing of the book, released about mid-May, is virtually so\ 
out; thus, a reprint is to be issued immediately. 

Chapters for Glandular Physiology and Therapy were written 
by some of the outstanding endocrinologists in the United States 
and Canada. The increase in size of the book from 563 single. 
column pages to 611 double-column pages is an excellent index 
of the advancements made in endocrinology since the 194) 
edition appeared. 

New and Nonofficial Remedies, an annual publication of the 
Council, was ready for distribution during the first week of June 
this year. An innovation in the 1954 edition was the listing of 
drugs added and omitted, which is to become a permanent feature 
of the book. 

Because of the proposed release early in 1955 of the new 
editions of the U. S. Pharmacopeia and the National Formulary, 
the publications staff has begun work on another edition of the 
Epitome of the U.S.P. and N.F. The new edition will be a more 
useful supplement to New and Nonofficial Remedies, because it 
is planned to expand monographs on drugs that have been in 
general use but have been omitted from N.N.R. by the Council's 
policy of necessarily excluding the older well-known drugs from 
that publication. The new edition of the Epitome will be pub- 
lished as soon as possible after the release of the official 
compendiums. 

The Annual Reprint of the Reports of the Council on 
Pharmacy and Chemistry was again published in a paper cover 
at Association headquarters and is available directly from the 
Order Department. 

The publications staff also edited Council reports, as well a 
drug descriptions and monographs, for publication in THE 
JOURNAL. 

COMMITTEE ON PESTICIDES 

This is the fifth annual report of the Committee on Pesticides. 
The following activities were engaged in by the Committee 
during the past year in furtherance of its study program on the 
health hazards of pesticides and related materials. 


Educational Projects—The series of Committee reports Ie 
viewing medical and public-health aspects of pesticidal chemicals 
has been extended to 15 with the adoption for publication in 
THE JouRNAL of a statement, “Abuse of Insecticide Fumigating 
Devices,” and outlines of information on botanical, chlorinated 
hydrocarbon, and organic phosphorus insecticides and agricul- 
tural fungicides. The latter two reports are the first in a series 
of outlines of information on pesticides that are to be offered 
as aids in teaching. The outlines include a summary description 
of the pharmacological and toxicologic characteristics of various 
groups of pesticides, data sheets on individual pesticidal chem 
cals, and references to pertinent literature. These statements are 
intended to provide summarized information on pesticides for 
teaching purposes. 
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Investigative and Research Projects—The Committee spon- 
sored an exploratory meeting on the health hazards of household 
chemicals on Jan. 28, 1954. The meeting was held in conjunc- 
ion with the annual meeting of the Committee on Pesticides 
and was attended by persons with a special knowledge of the 
health problems of household chemical products. Poisoning in 
small children was revealed as a major accident problem. A 
wrvey of pediatricians indicated that most types of chemicals 
found in the home are potential poisons to young children, 
especially in the age group of from 1 to 3 years. Mortality in 
relation to incidence of poisoning was fortunately low (1:100), 
although this varies with the type of poison encountered. A 
survey of household chemical products sold in retail outlets 
prought out the lack of adequate labeling of many products 
freely used in the home. Many of these products contained 
agents that were recognized as offering industrial and occupa- 
ional hazards but were now being used by persons unaware 
of their potential harmfulness. Better control of hazardous sub- 
stances that may not be poisons within present legal definitions 
of the term, but that can cause serious illness and death, was 
recommended. Education and protection of the public was ad- 
vised by means of precautionary labeling and safer packaging 
of products, increased accuracy of death certificates and hos- 
pital records by proper identification of causative agents, and 
revision of present concepts of poisoning to include all types of 
exposure to toxic substances. The formation of a companion 
group, the Committee on Toxicology, to gather information and 
to consider and implement means for decreasing the risks of 
accidental poisoning was recommended. The exploratory group 
further recommended that a general conference with scientific 
and commercial interests be held prior to the activation of the 
new committee. The Council on Pharmacy and Chemistry sub- 
sequently authorized the formation of the Committee on Toxi- 
cology, and a general conference on the health problems of 
household chemical products was held Sept. 29, 1954. 

Cooperative Projects—The Committee continues to collabo- 
rate with other groups and organizations on problems of mutual 
concern. It serves as an advisory group to the Interdepartmental 
Committee on Pest Control. Through the secretary, the Com- 
mittee is represented on the American Standards Association 
Committee, its Sectional Committee Z66 on Hazard to Children, 
and its Sectional Committee on Common Names for Pest Con- 
trol Chemicals and at the Chicago Poisoning Control Center. 

The Committee participated in the consideration of an Ameri- 
can standard for safe coatings for children’s toys and furniture. 
At the request of the New York City Health Department, com- 
ments were offered on a proposed amendment to the Sanitary 
Code relative to the labeling of paints containing lead. The Com- 
mittee also reviewed a section on antidotes proposed for inclu- 
sion in the National Formulary, and it furnished data for revision 
of “Official Antidotes” at the request of the California State 
Board of Pharmacy. 

Service Activities.—During the past year the Committee was 
asked by private agencies to consider and render opinion on a 
variety of medicoeconomic problems involving the hazardous 
potentialities of pesticides. The Committee exhibit, “Accidental 
Poisoning in Children,” and radio transcription, “Guarding 
Against Poisoning,” were presented to a number of lay and 
medical audiences, Several hundred inquiries on toxicity prob- 
lems were answered, and assistance was provided to various 
headquarters departments. 


COMMITTEE ON RESEARCH 

INVESTIGATIONS UNDER COMMITTEE-SPONSORED CONTRACTS 

Pendiomide.—Investigation as to the value of this ganglionic 
blocking agent in the induction of hypotension during surgery 
is still under way at the Duke University School of Medicine 
with funds furnished by a grant from Ciba Pharmaceutical 
Products, Inc. 

COOPERATIVE INVESTIGATIONS 

Probably the most valuable work of the Committee on Re- 
search is in the field of cooperative investigations. These in- 
Vestigations are particularly designed to conduct research on a 
Problem in which single investigators cannot accumulate a suf- 
ficient number of cases to permit valid evaluation of their obser- 
vations. By pooling the resources and experiences of groups of 
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investigators it is possible to accumulate sufficient data to achieve 
statistical significance. In designing this type of experiment, it 
is necessary to apply strict criteria to the admission of cases to 
the study and to protocols of treatment in order to permit the 
highest degree of uniformity in the data to be analyzed. All 
funds for administration of these programs are furnished by 
the American Medical Association. Drug products used in these 
investigations are donated by various pharmaceutical manufac- 
turers. Individual investigators may secure further support for 
the research from various granting agencies. The results of such 
accumulated data are published from time to time in the Council 
on Pharmacy and Chemistry column in THe JOURNAL. 

Influence of Steroid Hormones in Cancer.—The Subcommittee 
on Steroids and Hormones convened all its investigators for a 
highly successful conference during the month of May. Histories 
of over 2,000 cases submitted were reviewed, and an article on 
the sequential application of various forms of treatment for in- 
operable breast cancer has been prepared for publication in 
THE JOURNAL. 

Investigation of Influence of Hormones on Pregnancy Compli- 
cating Diabetes Mellitus.—An organization meeting attended by 
18 obstetricians was held during the month of May..A prelimi- 
nary analysis form is currently being tested in 18 centers to 
find whether it will yield statistical information sufficient for 
analysis. Following the final resolution of the report form 
problem, the study will be launched with the purpose of determi- 
ning whether estrogenic hormones and progesterone are of 
value in the treatment of diabetes complicating pregnancy. The 
high fetal wastage rate, approximating 40%, in this complication 
of pregnancy makes this an excellent problem for group survey. 

Report of Blood Dyscrasias Due to Drugs and Household and 
Industrial Agents —The Subcommittee on Blood Dyscrasias, 
following a meeting in November, 1953, organized a conference 
to review the research problems involved in the study of the 
hypoplastic anemias. The subcommittee has invited some 70 
clinics to report all their cases of hypoplastic anemias, regard- 
less of cause, to the office of the subcommittee at American 
Medical Association headquarters. A special report form has 
been devised and distributed to the centers. All physicians are 
also invited to submit case reports of hypoplastic anemias occur- 
ring in their practice. The accumulated data will be published 
in THE JOURNAL. 

Hypertension.—The Committee on Research has felt for some 
time that a crystallization of opinion regarding the value of the 
many hypotensive agents now marketed would be a valuable 
service for practicing physicians. A conference on the subject is 
planned for the late fall of 1954. 

The Committee on Research is also considering the possible 
evaluation by group study of the various agents used in the 
treatment of peptic ulcer and the accumulation of data con- 
cerning the incidence of toxic reactions to the antibiotics. 


EDUCATIONAL AND INFORMATIONAL PROJECTS 


During 1953 questionnaires relating to the extent of their 
research activities were distributed to a randomly selected list 
of 11,340 physicians. In all, 3,094 answers were received. These 
data have been analyzed, and a report is in the process of 
preparation for publication. 


GRANTS-IN-AID 


The Subcommittee on Grants-in-Aid administers funds granted 
by the American Medical Association for the investigation of the 
usefulness of diagnostic, preventive, and therapeutic agents. 
It also administers funds granted by the William Volker Founda- 
tion to the William Volker Fund, which are intended primarily 
for research in the basic medical sciences. 

The Subcommittee on Grants-in-Aid of the Committee on 
Research has approved the following grants since Jan. 1, 1954. 
The subcommittee also maintains a list of grants of previous 
years made by the former Therapeutic Research Committee as 
well as by the Subcommittee on Grants-in-Aid in which an un- 
expended balance remains or the work is not yet completed. 

Grant 114, $400.00 to Dr. Edward W. Hawthorne, Howard University, 
for the renal clearance of N*-methylnicotinamide (NMN) at low plasma 
levels as a measure of effective renal flow. 


Grant 115, $500.00 to Dr. H. Vasken Aposhian, Vanderbilt University, 
to study amino acid antimetabolites. 
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Grant 116, $400.00 to Dr. William F. Cantrell, University of Louisville, 
for the experimental chemotherapy of Trypanosoma cruzi infections. 

Grant 117, $500.00 to Dr. Marian L. Cramer, University of Texas, for 
studies on the mode of action of streptomycin. 

Grant 118, $500.00 to Dr. Betty Fountain Edwards, Emory University, 
to study abnormal dentition incidental to therapeutic x-radiation of other 
Structures. 

Grant 119, $300.00 to Dr. Frank B. Engley Jr., University of Texas, for 
studies on the efficacy of preservatives in vaccines and plasma. 

Grant 120, $500.00 to Dr. Herbert S. Goldberg, University of Missouri, 
for chemotherapy of experimental leptospirosis. 

Grant 121, $500.00 to Dr. Robert Haynes, Western Reserve University, 
to study the effect of corticotropin (ACTH) on perfused adrenal glands 
and on adrenal slices. 

Grant 122, $400.00 to Dr. Hugh H. Keasling, State University of Iowa, 
to study the nature of the antagonism between analgesics and their allyl 
derivatives. 

Grant 123, $400.00 to Dr. John P. Lambooy, University of Rochester, 
to study the syntheses and substrate activity witn tyrosinase of analogue: 
of 2,4-dihydroxyphenylalanine. 

Grant 124, $300.00 to Dr. Robert J. Merklin, Jefferson Medical College, 
to study the effects of prepubertal administration of estrogen on subsequent 
reproduction in mice. 

Grant 125, $400.00 to Dr. Robert W. Mowry, University of Alabama, 
for histochemical studies on dextran sulfate: 1. Distribution and fate of 
dextran sulfate and heparin in tissues. 2. Effects of treatment with prota- 
mine sulfate and toluidine blue. 

Grant 126, $500.00 to Dr. Robert G. Page, University of Chicago, for 
congestive heart failure study. 

Grant 127, $500.00 to Dr. Elmer M. Purcell, University of Arkansas, 
for study of urinary tract infections. 

Grant 128, $500.00 to Dr. Alexander P. Remenchik, University of 
Illinois, for a serial study of exchangeable potassium in man in the 
presence of central nervous system infections. 

Grant 129, $500.00 to Dr. Ira Rosenblum, Creighton Medical School, 
for an evaluation of a series of acylureas for ability to block electrically 
induced secretion of antidiuretic hormone (ADH). 

Grant 130, $400.00 to Dr. Oscar W. Shadle, University of Louisville, 
for the effect of arterenol (norepinephrine, on pulmonary blood volume, 
pulmonary resistance, and left ventricular and diastolic pressure. 

Grant 131, $250.00 to Dr. Irving Siegel, Chicago Medical School, to 
study uterine scars: difference in pregnant and nonpregnant uterus. 

Grant 132, $300.00 to Dr. Benjamin DeBoer, University of North 
Dakota, to study the inhibition of hyperglycemia induced by narcotics. 

Grant 133, $300.00 to Dr. George H. M. Thornton, State University of 
lowa, for a study of the changes in gastric motility and secretion by the 
serial test meal technique with particular reference to the effects of stress 
and of corticotropin (ACTH) and cortisone. 

Grant 134, $500.00 to Dr. William T. Newson, University of Oklahoma 
School of Medicine, for determination of pulmonary abnormalities pro- 
duced by minimal amounts of supplementary oxygen. 

Grant 135, $300.00 to Dr. Arthur S. Keats, the Mary Imogene Bassett 
Hospital, for the nature of the antagonism of nalorphine to respiratory 
depression induced by morphine in man. 

Grant 136, $500.00 to Drs. Miriam E. Simpson, University of California, 
and Gertrude van Wagenen, Yale University, to study the effect of gonado- 
trophins in the immature male and female Macaca mulatta. 

Grant 137, $500.00 to Dr. Edwin Sinaiko, Michael Reese Hospital, for 
experiments in formation of artificial bladder. 

Grant 138, $500.00 to Dr. Charles N. Davidson, University of Maryland, 
for postmortem radiography. 

Grant 139, $500.00 to Dr. Samuel P. Martin, Duke University, to study 
the effect of a tissue co-factor on tuberculosis and hemorrhagic shock. 


Grants from the William Volker Fund 


William Volker Grant 1, $500.00 to Drs. Findlay E. Russell and 
Robert H. Pudenz, Institute of Medical Research of the Collis P. and 
Howard Huntington Memorial Hospital, for tumors induced in animals 
by embedding various plastics. 

William Volker Grant 2, $800.00 to Dr. Carl S. Alexander, University 
of Minnesota Hospital, to study the effect of liver injury on the water 
exchange and electrolyte excretion of rats with diabetes insipidus. 

William Volker Grant 3, $500.00 to Dr. Frederic Rieders, Jefferson 
Medical College of Philadelphia, for the quantitative determination of the 
ability of drugs to form complexes with metals. 

William Volker Grant 4, $1,000.00 to Dr. Morris A. Spirtes, Hahnemann 
Medical College and Hospital of Philadelphia, for a study of aerobic 
C*-glucose breakdown in vitro by rat brain and the effect of thyroxine 
on this breakdown. 

William Volker Grant 5, $600.00 to Sister Mary Alma, College of Notre 
Dame of Maryland, to study the effect of isonicctinylhydrazine derivatives 
on cellular polysaccharide synthesis and cellular respiration. 

William Volker Grant 6, $600.00 to Dr. George G. Rose, Hermann 
Hospital, Houston, Texas, for cancer detection through tissue culture. 

William Volker Grant 7, $500.00 to Dr. Robert A. Aldrich, University 
of Oregon Medical School, to study the effects of (2-isopropyl-4-pentenoyl) 
urea (Sedormid), other monoureides, and related compounds on the chick 
embryo. 

William Volker Grant 8, $550.60 to Dr. John L. Bakke, University of 
Washington, to study the thyroid-stimulating hormone (TSH). 

William Volker Grant 9, $500.00 to Dr. Harry Beckman, Marquette 
University, for the investigation of possible insulin-inhibitory action of 
desoxyribonucleic acid. 

William Volker Grant 10, $500.00 to Dr. Eugene D. Brand, University 
of Virginia, to study the mechanism of nitrogen-mustard-induced emesis 
and the secondary receptor site of the emetic action of nitrogen mustard. 
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William Volker Grant 11, $500.00 to Dr. Jens A. Christensen, H 
mann Medical College, to study the metabolism of thyroid hormon 
tumors. 

William Volker Grant 12, $500.00 to Dr. Emma H. Collins, Stritch 
School of Medicine, Loyola University, to study the diurnal Gece, 
encephalograms in races of monkeys and their alteration with A 
hormone therapy. 

William Volker Grant 13, $500.000 to Dr. Wallace O. Fenn, Universit 
of Rochester, to investigate the electrolyte transfers between tissue on 
plasma. ss 

William Volker Grant 14, $500.00 to Dr. Robert L. Grissom, University 
of Nebraska, to study ventilatory equivalents for oxygen as a Measure of 
physical fitness in patients with heart disease. ; 

William Volker Grant 15, $690.00 to Dr. James A. Halsted, Universit 
of California and Veterans Administration Center, to study the absor. 
tion of cyanocobalamin (vitamin Biz) in man as measured by fons 
excretion of cobalt 60-labeled vitamin Bue. 

William Volker Grant 16, $250.00 to Dr. Walter C. Hess, Georgetown 
University, to investigate stimulation of liver glycogen production by 
cortisone, hydrocortisone (compound F), and amino acids. 

William Volker Grant 17, $500.00 to Dr. E. L. House, New Yor, 
Medical College, to study the effect of diabetes on the persistence and 
growth of fetal rat pancreas implanted in the hamster cheek pouch, 

William Volker Grant 18, $500.00 to Dr. F. E. Kelsey, University of 
South Dakota, to investigate the diagnostic applications of radioisotopes 

William Volker Grant 20, $500.00 to Dr. Lawrence M. Marshalj 
Howard University, to investigate a comparison of certain functions of 
the Krebs cycle of several chordate species. 

William Volker Grant 21, $500.00 to Dr. William M. McCord, Medicaj 
College of South Carolina, to investigate determination of sickle celj 
hemoglobin. 

William Volker Grant 22, $500.00 to Dr. Hugh Jefferson Phillips 
Creighton University, for bioassay of follicle-stimulating and luteinizing 
hormones. 

William Volker Grant 23, $300.00 to Dr. John G. Pierce, University of 
California, to study the purification and chemistry of protein and peptide 
hormones. 

William Volker Grant 24, $500.00 to Dr. William Van Bogaert Rober 
son, University of Vermont, to investigate changes in composition of the 
adrenal cortex as the result of ascorbic acid deficiency. 

William Volker Grant 25, $350.00 to Dr. Lawrence J. Schroeder, Wayne 
University, to study the synthesis of peptides. 

William Volker Grant 26, $400.00 to Dr. Hugh E. Stephenson Jr, 
University of Missouri, for a study of the dynamics of air emboli of the 
tight and left sides of the heart. 

William Volker Grant 27, $450.00 to Dr. Lester Van Middlesworth, Uni- 
versity of Tennessee, to study the effect of chloride on iodide metabolism. 

William Volker Grant 28, $250.00 to Dr. Hans H. Zinsser, University 
of Southern California, to study the available water content of whole 
blood and plasma in surgical cases. 

William Volker Grant 29, $400.00 to Dr. Matthew Block, University of 
Colorado Medical School, for carcinogenesis in the neonatal opossum. 


ahne. 
eS in 


age and 


Grants from the Brant Fund 


Brant Grant 2, $500.00 to Dr. Sydney William Britton, University of 
Virginia Medical School, for studies of adrenal involvement in mainte- 
nance of the upright position. 

Brant Grant 3, $350.00 to Dr. G. J. Tarleton Jr., Meharry Medical 
College, for studies on irradiation injury in mice; protection of mice 
against x-irradiation. 

Brant Grant 4, $350.00 to Dr. William H. Olson, Medical Research 
Institute of Michael Reese Hospital, to investigate primary depression by 
insulin of gastric secretion in normal man. 


Report of American Medical Association Laboratories 
CHEMICAL LABORATORY 

During the past year the main efforts of the Chemical 
Laboratory were directed to the evaluation of those drugs pre- 
sented to the Council on Pharmacy and Chemistry for accept: 
ance. The drugs were checked for identity, purity, quality, and 
potency. In the case of new drugs the laboratory established 
tests and standards that permit checking the drugs by chemical 
and physical means in order to determine if they meet the 
required standards and tolerances. Specifications were drawn UP 
in monograph form and published in THE JOURNAL as a pati 
of the reports of the Council on Pharmacy and Chemistry. Io 
the last year tests and standards were developed for 37 new 
drugs and their 57 dosage forms. The Council referred 2‘ 
drug presentations to the laboratory. There were a total of 623 
individual drug items under consideration by the laboratory. 
The Chemical Laboratory served in an advisory capacity to the 
Council on Pharmacy and Chemistry with respect to nomet- 
clature problems and technical matters in the fields of chemistry 
and pharmacy and continued to cooperate with the Committee 
on Publications of the Council in the publication of New and 
Nonofficial Remedies. 
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COSMETICS 
Cooperation with the Committee on Cosmetics has continued 
gs in previous years. Forty-three cosmetic preparations referred 
to the laboratory by the Committee were considered with respect 
to the chemistry of the formulations and control procedures. 
Opinions and comments on the products have been forwarded 
to the Committee for its consideration. 


OTHER DEPARTMENTS OF THE ASSOCIATION 

The Chemical Laboratory continued to serve the other depart- 
ments, councils, and bureaus in various ways. It assisted the 
library in classifying pharmaceutical and chemical nomenclature 
for the Quarterly Cumulative Index Medicus. It criticized claims 
of a technical nature in advertising copy at the request of the 
Advertising Committee. Chemical and technical statements ap- 
pearing in articles for publication in THE JOURNAL have fre- 
quently been referred to the laboratory for checking of their 
technical accuracy. 

SPECIAL PROBLEMS 

The laboratory has done additional work in its study of 
cigarettes, cigarette smoke, and filters. Additional data have 
been published in THE JouRNAL, and the study will soon be 
completed. 

As in each year, new analytical techniques and methods were 
studied and adapted to the chemical problems of the laboratory. 
Investigational work was carried out in those instances where 
a problem of general interest to the medical profession came 
to the attention of the laboratory through individual physicians. 
Many letters of inquiry from physicians concerning technical 
matters in which the laboratory personnel is qualified were 
answered, The laboratory staff reviewed about 33 books during 
the past year for report in THE JOURNAL. 


MICROBIOLOGIC LABORATORY 

During the past year the Microbiologic Laboratory has con- 
tinued to direct its efforts toward the establishment of a com- 
prehensive program of microbiologic tests and standards. The 
laboratory has examined over 100 products submitted for in- 
clusion in New and Nonofficial Remedies. Sterility tests were 
conducted on samples of these products in accordance with the 
methods prescribed by the U. S. Pharmacopeia and by the 
United States Food and Drug Administration, as well as by 
special methods suited to the product under study. Additional 
procedures employed include determinations of the validity of 
claims for antibacterial action, and assays on vitamin B,.2 prepara- 
tions and on antibiotics not certified by the Federal Drug Ad- 
ministration. The laboratory has also conducted investigations 
on special problems submitted by other departments of the 
American Medical Association. These include bacteriological 
examination of canned food and dairy products, determination 
of the efficacy of various devices manufactured for hospital and 
laboratory use, and identification of substances that are sold 
as quack cures. 

The Microbiologic Laboratory has assisted various depart- 
ments and councils of the Association in evaluating claims and 
microbiologic data submitted in connection with the advertising 
and presentation of products. As in the past, publications in the 
field of microbiology have been reviewed for publication in THE 
JouRNAL. Inquiries from physicians and the lay public have 
been answered on such subjects as food processing, taxonomy, 
sanitation, disinfection, and sterilization. The office has also pre- 
pared reports for the Bulletin of the Council on Pharmacy and 
Chemistry and has contributed to the revision of New and Non- 
official Remedies. 


The Microbiologic Laboratory has acted in an advisory 
capacity to the manufacturers of submitted products. Recom- 
mendations have been made for improving control procedures 
and for correcting inadequate processings. An exchange of in- 
formation on developments in the field of microbiology is main- 
tained with authoritative investigators and with official agencies. 
During the coming year further work is contemplated on the 
formulation of a guide for the determination of the adequacy 
of “marginal” methods of sterilization and on a survey of skin 
disinfection test procedures. 
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Report of Council on Physical Medicine and Rehabilitation 


The members of the Council on Physical Medicine and 
Rehabilitation during the year were as follows: Drs. Frank H. 
Krusen, chairman, physiatrist; Frank R. Ober, vice-chairman, 
orthopedic surgeon; Morris A. Bowie, internist; Felix L. Butte, 
orthopedic surgeon; Anthony C. Cipollaro, dermatologist; W. W. 
Coblentz, physicist; Otto Glasser, biophysicist; Dean M. Lierle, 
otologist; George Morris Piersol, internist; Derrick Vail, 
ophthalmologist; Shields Warren, pathologist; Arthur L. Watkins, 
physiatrist; and Walter J. Zeiter, physiatrist. The Council called 
on physicians from almost every other field of medicine during 
the course of the year for advice and assistance in the conduct 
of the acceptance program, as well as in its other scientific 
activities. 

The Council adopted and published the following articles: 
“Intracervical and Intrauterine Devices,” “The Transistor Hear- 
ing Aid,” and “An Appreciation.” The annual booklet, “Ap- 
paratus Accepted by the Council on Physical Medicine and 
Rehabilitation,” became available in January. A number of other 
articles currently under consideration for adoption and pub- 
lication by the Council include: “Audiometry at Higher 
Frequencies—A Supplemental Statement,” “Illegal Operation 
of Medical Diathermy Equipment,” “Ultrasonic Therapy Ap- 
paratus,” and “Federal Communications Commission.” 

In 1953 the Council established an ad hoc committee to study 
the question of ultrasound as applied to medicine. The commit- 
tee has considered this problem during the year and is currently 
preparing an article for Council adoption and publication on 
the present status of ultrasonic therapy; the committee is also 
considering minimal performance requirements for such devices. 

The Council’s Advisory Committee on American Health 
Resorts was discontinued during the year, and the listing of 
health resorts by the Council was also discontinued. 


CouNCIL ADVISORY COMMITTEES 

Audiometers and Hearing Aids——The Advisory Committee 
on Audiometers and Hearing Aids held its annual meeting in 
August. The proposed article for publication entitled “Principles 
for Determining Hearing Loss” was reviewed by the committee 
at this meeting and will be submitted to the Council for con- 
sideration for adoption and publication. Thirty-three hearing 
aids, 26 of which utilized transistors, were submitted for con- 
sideration for acceptance. Nine audiometers were also submitted 
for consideration for acceptance. 

Education.—The work of the Advisory Committee on Edu- 
cation assisted in continuing the Council’s 29 year activity of 
encouraging adequate educational programs in physical medicine 
and rehabilitation, physical therapy, and occupational therapy 
for medical students, technicians, and physicians. After consult- 
ing the committee, the Council resubmitted a proposed revision 
of the essentials of an acceptable school of physical therapy to 
the Council on Medical Education and Hospitals. This revision 
would raise the minimum training time for such therapists. 

Electrocardiographs.—The Advisory Committee on Electro- 
cardiographs, after reviewing and considering again the question 
of establishing minimum requirements for acceptable vector- 
cardiograph apparatus, decided that such requirements could 
not be compiled at the present time in view of the fact that such 
apparatus and its use were still in the research and develop- 
mental stage. 

Ophthalmic Devices.—The Committee on Ophthalmic Devices 
assisted the Council in the consideration of various ophthalmic 
apparatus submitted and has also advised the Council regarding 
the special problems that have arisen in relation to claims pro- 
posed for such devices in advertising in American Medical 
Association publications. 

Respirators —The name of the Advisory Committee on 
Respirators was changed by the Council to the Advisory Com- 
mittee on Respiratory Apparatus. This was done in order that 
this committee might better assist the Council by advising on 
all respiratory apparatus that came to the Council for considera- 
tion for acceptance. The committee has advised the Council 
through the year with regard to the consideration of resuscita- 
tors, portable respirators, respirator attachments, and positive 
pressure breathing apparatus. 
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OTHER ACTIVITIES 

About 100 devices were submitted to the Council for con- 
sideration for acceptance. Forty-seven acceptance reports ap- 
peared in THE JOURNAL. 

The American Medical Association Committee on Mental 
Health and the Council sponsored a joint meeting to consider 
utilization of psychiatry in rehabilitation programs and problems 
regarding ancillary personnel working in such programs. 


PHYSICAL LABORATORY 

From Sept. 1, 1953, to Aug. 31, 1954, the Physical Laboratory 
prepared 155 regular and 55 special reports on apparatus sub- 
mitted either to the Council to be considered for “Apparatus 
Accepted” or to other units within the American Medical Associ- 
ation. Of special interest among these items were devices for 
the following purposes: currents for electroshock therapy (4), 
for stimulating muscles via motor nerves (8), for defibrillating 
the heart (1), for stimulating the asystolic heart (1), and for 
epilation (2). Four new generators of ultrasound were examined, 
though none have been accepted as yet. Partly as a result of 
the introduction of the transistor into electronic instruments, 49 
specimens of new hearing aids were received and examined. 
New respiratory equipment included two chest respirators. 

The laboratory personnel also participated in studies of the 
published information on ozone and collaborated with the Inter- 
national Electrotechnical Commission in its program for 
standardizing the nomenclature of electrical devices. 


Report of Council on Foods and Nutrition 

This is the 25th year of the Council on Foods and Nutrition. 
The effectiveness of the Council’s program hinges on the im- 
partiality, integrity, independence, knowledge, and invulnerabil- 
ity of those who serve on the Council. 

Medical interest in foods prepared for use in sodium-restricted 
diets has led the Council to devote appreciable attention to the 
encouragement of the development of suitable commercial 
products. Practically all of the commercial products in the cate- 
gory of low-sodium foods have been submitted by manufacturers 
to the Council. Guidance given by the Council to the food in- 
dustry has been of inestimable value not only to the manufac- 
turers but to physicians and their patients as well. The processing 
and formulation of foods for use in sodium-restricted diets and 
the kind of labeling that would be suitably informative were 
questions that concerned the Council early in its consideration 
of these products. It is gratifying to note that within the past 
several months the Federal Food and Drug Administration has 
adopted regulations that require the designation on the labels 
of foods that are promoted for use in sodium-restricted diets of 
their actual sodium content in terms of milligrams per 100 gm., 
as well as in terms of milligrams of sodium per serving or other 
common unit of measurement. This has been a requirement of 
the Council for accepted products in this classification for several 
years. The Council continues to encourage manufacturers to 
develop more effective control measures in the production of 
these foods by means of the requirements that it establishes for 
accepted products. Some products that the Council believed to 
be unsuitable for use in sodium-restricted diets were removed 
voluntarily from the market by manufacturers when they learned 
the reasons for the Council’s opinions. In other instances ob- 
jectionable features have been overcome in order to meet the 
Council’s requirements. At its November, 1953, meeting the 
Council distinguished between foods that are “packed without 
added sodium” and those that are “processed to reduce sodium 
content.” For products in this latter category it seems important 
to the Council that the nutrient value of these foods be main- 
tained or that any losses be indicated. Considerations such as 
these go beyond any requirements that have been established by 
legal means or are likely to be established by regulations of 
government agencies. The present state of development of com- 
mercial low-sodium foods has been accomplished by voluntary 
action of food manufacturers with the sympathetic guidance of 
the American Medical Association’s Council on Foods and 


Nutrition. 
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During the past year the Council has secured the cooperation 
of the processors of accepted artificially sweetened products in 
having the labels for such products distinct from those of regular. 
pack products and informative to the consumer. These products 
are accepted by the Council as special purpose foods only ang 
should not be used indiscriminately. 

Because of the plethora of products being prepared and sojq 
for use in special diets, the Council felt it was necessary to 
define its scope in relation to the eligibility for acceptance of 
such products. At its meeting in April, 1954, the following 
statement was adopted: 

The Council will consider for acceptance as special purpose foods only 
those products which contribute substantial nutritive value or are conducive 
to the significantly increased consumption of one of the recognized food 
groups. This would include spreads for breads, salad dressings, and certain 
other items important in contributing variety to the diet. Excluded are 
candies, soft drinks, and other confections unless some special nutritiona| 
merit or usefulness is evident. 


In addition to the large amount of time and energy that the 
Council has had to expend on the problems connected with the 
consideration of low-sodium foods and artificially sweetened 
foods, it has continued to examine for acceptance new sub. 
missions of strained and chopped infant foods and other eligible 
special purpose foods, as well as vitamin D-fortified milks from 
dairies all over the country. The critical examination of adver. 
tising copy for accepted products and educational advertising 
continued to occupy a good portion of the Council’s time. The 
cooperation of manufacturers, distributors, trade organizations, 
and their advertising agencies has been remarkable. Almost with- 
out exception the suggestions made by the Council are followed 
without protest. 

CouncIL REPORTS 

Because of the wide acclaim given the special articles on 
nutrition written at the request of the Council, the series has 
been continued. All these articles are reviewed by the Council 
and are published in THE JOURNAL as reports to the Council. 

In collaboration with the Food and Nutrition Board of the 
National Research Council, the Council on Foods and Nutrition 
issued a joint statement of policy with regard to the addition of 
specific vitamins and minerals to foods. This statement has 
received extensive publicity and has been cited by many authori- 
ties in the field of nutrition. Certain additions to staple foods 
are recognized; these include the enrichment of flour, bread, and 
cereals with thiamine, niacin, and iron and addition of vitamin 
D to milk, of vitamin A to table fat, and of iodine to table salt. 
All of these additions conform to the principle that staple foods 
should be fortified only for the purpose of maintaining good 
nutrition in the general populace as well as correcting general 
dietary deficiencies or deficiencies in the diet of significant por- 
tions of the population. 


OTHER COUNCIL ACTIVITIES 


After the withdrawal of acceptance of SMA Concentrated 
Liquid after the occurrence of unexplained convulsions in infants 
fed this product, the manufacturer resubmitted a revised for- 
mulation of the product to the Council. In this product vitamin 
Bs was restored to whole milk levels. Apparently the addition 
of vitamin B, prevented the previously observed convulsions. In 
more than a year of marketing the revised product there have 
been no reports of convulsive seizures attributable to its use. 
After reviewing the available evidence, the Council has now 
reaccepted SMA Concentrated Liquid. 

The year 1953 marked the 20th anniversary of the Council's 
acceptance of vitamin D-fortified milk. The almost complete 
eradication of rickets is due in no small measure to the wide- 
spread use of milk containing vitamin D. In December, 1953, 
the Council sent a letter to all dairies producing an accepted 
vitamin D-fortified milk thanking them for their efforts in 
furthering the use of this product important to public health 
and for their continuing cooperation with the work of the 
Council. The response of the dairies to this letter has been 
gratifying and is another illustration of the widespread influence 
of the Council on matters relating to public health. 

Owing to the efforts of the Council, the manufacturers of 
cereals for infants no longer add sugar to their products. The 
Council felt that there was no nutritional reason for adding 
sugar to such foods and that in the interest of developing sound 
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eating habits in infants and children such an addition should be 
discouraged. The respect of the industry for the Council’s opinion 
resulted in wholehearted cooperation in this matter. At the 
resent time the Council is endeavoring to secure a mutual 
ynderstanding among the manufacturers concerned to limit the 
amount of sugar in so-called infant dessert products. It is an- 
ticipated that this problem will be solved in a manner agreeable 
all. 

° 1 he foregoing illustrations emphasize the fact that high 
andards in nutrition can be established by the industry itself 
with proper guidance. When established in this manner they are 
generally higher than any that might be laid down by law. 


COOPERATION 

The Council office continued to supply answers to inquiries 
concerning food and nutrition. These came from physicians and 
laymen. Advertising agencies and trade organizations frequently 
call on the Council for guidance in the promotion of foods to 
the public. Articles written for popular consumption have con- 
tinued to be submitted for review. The Council does not have 
the time to do as much of this type of work as it would like. 
it feels that every effort should be made to counteract the mis- 
representations and half-truths about foods and nutrition appear- 
ing in much of the popular press. The proposed Committee on 
Nutrition Education would be of tremendous assistance in this 
area. 

The Council and the Food and Nutrition Board of the 
National Research Council have collaborated on the publication 
of a booklet entitled “Sodium Restricted Diets.” This contains 
a basic discussion of the reasons for using diets restricted in 
sodium along with up-to-date tables of the sodium content of 
common foods. It should prove to be particularly useful to 
physicians, nutritionists, and dietitians. Portions of this report 
that are of special interest to the physician will appear in THE 
JourNAL in the near future. Other portions of it will be pub- 
lished in the Journal of the American Dietetic Association. The 
entire pamphlet will be printed as publication no. 325 of the 
National Research Council. 

The appearance of the revised dietary allowances of the Food 
and Nutrition Board, National Research Council, was noted with 
great interest. The former edition appeared in 1948, and the 
current edition reflects the newer knowledge gained through 
nutritional research since that time. 

The world’s apparently richest natural source of ascorbic acid, 
the acerola, has been brought to the Council’s attention. It is 
grown chiefly in Puerto Rico and contains more than 1,500 mg, 
of ascorbic acid per 100 gm. The possibilities of its use in various 
foods are almost unlimited, and the Council is watching the 
development of this product with interest. It could well prove 
to be a valuable new cash crop for Puerto Rico. 


ORGANIZATION 

The Council was grieved by the death of two of its former 
members, Dr. James S. McLester and Dr. Howard B. Lewis. 
Dr. McLester, former chairman of the Council, a past president 
of the Association, and the recipient of the fourth Joseph Gold- 
berger award in clinical nutrition, died on Feb. 8, 1954. Dr. 
Lewis, also former chairman of the Council and a member of 
many years’ standing, died on March 7, 1954, after a long 
illness, 

The services of the Council members were greatly in demand, 
as usual, both in this country and abroad. The Secretary of the 
Council and the vice chairman, Dr. John B. Youmans, were 
among representatives of the Association at the graduation of the 
first medical class from the University of Puerto Rico. The 
Secretary also was chosen as a member of the Food and Nutri- 
tion Advisory Committee of the Department of Agriculture. 
This group serves as an advisory group to the department on 
matters relating to research in the field of food and nutrition 
as concerned with human welfare. 


APPRECIATION 
The Council wishes to express its sincere appreciation for the 
cooperation and assistance of the Board of Trustees, the various 
departments at Association headquarters, and the many experts 
it has had occasion to consult during the past year. 
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Report of Committee on Cosmetics 

This is the fifth annual report of the Committee on Cosmetics. 
During the past year the Committee continued its health edu- 
cation activities to promote a better understanding of cosmetics 
among the medical profession and the public. Emphasis is placed 
on the usefulness of cosmetics and allied preparations tempered 
with a knowledge of their limitations and their role as health 
hazards. Special attention is given to those products that are 
known to be harmful under some circumstances. The Committee 
encourages the scientific approach in the formulation and manu- 
facture of cosmetics through proper quality controls and 
thorough laboratory and clinical investigation of new products. 
It further emphasizes the imp@rtance of adequate directions for 
use in advertising materials. Manufacturers as well as users are 
urged to exercise proper precautions to insure maximal safety 
and effectiveness. 

The essential medium for implementing this aim is the Com- 
mittee’s evaluation program for cosmetics and allied prepara- 
tions. All products are evaluated on the basis of data on 
composition, safety, manufacturing controls, and advertising 
claims. At the Committee’s discretion, toxicity and actual use 
data may also be required. Recently revised copies of the Com- 
mittee’s rules are available on request. 

A number of products have been submitted to the Committee 
during this year for consideration and have successfully met 
the requirements for acceptance. The majority of these products 
are regular cosmetic items, while a smaller proportion include 
cleansing agents, baby products, and industrial protective 
creams. Descriptive statements of these products are published 
in the report on accepted products in THE JouRNAL. Accepted 
products are privileged to display the seal of the Committee, 
which is similar in design to the seals of the scientific councils 
of the American Medical Association. A mimeographed list 
of all accepted products is available on request. 

The dissemination of pertinent information to the medical 
profession and the public is accomplished through the various 
mediums available for this purpose. Reports on timely subjects 
in the cosmetic field are authorized for publication in THE Jour- 
NAL and Today’s Health. An extensive inquiry service conducted 
by the Committee’s office staff also serves as an instrument for 
education. The majority of letters are from practicing physicians 
and the general public on matters of safety and usefulness. A 
large portion of the remaining correspondence is from personnel 
of firms manufacturing or distributing cosmetics and allied 
preparations. 

As in other years, there has been close cooperation between 
the Committee and organizations such as Better Business 
Bureaus, the Federal Trade Commission, and the Food and 
Drug Administration, as well as newspaper and magazine edi- 
tors and radio and television stations. The Committee also func- 
tions in an advisory capacity to the Council on Pharmacy and 
Chemistry, the Advertising Committee, the Public Relations 
Department, the Editorial Department, and other groups within 
the Association in which problems of mutual interest exist. 


Report of Bureau of Investigation 

In making the annual Bureau of Investigation survey of the 
field of unscientific medicine, it can be observed that each year 
seems to bring a new and attractive technique or treatment that, 
temporarily, gains the public eye by clever press-agentry. The 
1953 report noted widespread interest in an alleged injection 
treatment for cataract. This year the emphasis has been on the 
prevalence of micromastia and a representation that a surgical 
cure therefor is simple, quick, and easily obtainable. Articles 
in lay magazines, particularly one in Pageant for August, 1953, 
resulted in 123 inquiries on “breastplasty.” Some enterprising 
Chicagoans, possibly sensing the reluctance some persons have 
toward surgery, offered their specific for this affliction in the form 
of a tablet containing goat’s rue (Galega officinalis), tricalcium 
phosphate, and anise. One physician observed that these prepara- 
tions, two on the market so far, would have the same effect on 
the mammary structure as Smith Brothers cough drops. Cur- 
rent women’s fashions may have the effect of substantial lessen- 
ing of interest in this subject. 
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The category, however, that maintains the most serious in- 
terest of the profession and the lay public is that of the cancer 
treatments. A good deal of the attention of the Bureau has been 
given to the answering of specific inquiries from anxious rela- 
tives, credulous patients, and many physicians who have been 
under pressure to try some cleverly promoted or blatantly ad- 
vertised cancer “cure.” More than 750 letters were received 
and processed on the several treatments currently in vogue for 
the treatment of malignant tumors. Principal interest was in the 
Hoxsey treatment. Hoxsey had the benefit of considerable lay 
magazine publicity, being championed by a Pennsylvania state 
senator and a favorable verdict from a “jury” of 10 “medical” 
doctors. Inquiry disclosed, however, that 5 of the 10 have ad- 
mitted that, contrary to the statement made that they would 
use Hoxsey’s treatment, they use other things in their practice. 
A sixth is retired but stated that he found the Koch treatment, 
Glyoxylide, to be adequate. Seven of the 10 use Glyoxylide, 
according to information in the Bureau's files, and several of 
these also use the Lincoln treatment. An Arkansas man, posing 
as a physician for more than 30 years and more recently in the 
forefront of the Koch and Lincoln promotions, was defendant 
in an action brought by the attorney general of that state to 
show cause why his license to practice medicine as an eclectic 
should not be revoked. After several legal skirmishes, he was 
forbidden to practice medicine in Arkansas and was ordered to 
surrender the license. He might have been practicing yet had he 
pronounced several simple medical terms correctly when he was 
addressing a group of the Koch quacks in Chicago four years 
ago at a meeting also attended, incidentally, by a representative 
of the Bureau. Owing to surprise that a doctor of medicine was 
so lacking in such fundamental knowledge and was claiming 
cures of obviously incurable diseases by the use of a material 
indistinguishable from distilled water, Glyoxylide, an inquiry 
was started that snowballed into a “holy war” in the courts of 
Arkansas. The thing that really caused wonderment on the part 
of the Bureau representative was hearing the good “doctor” 
advocate the use of “Spry” with Glyoxylide as a specific for 
hemorrhoids. 

Another category having considerable interest during the year 
was that of vitamin and mineral products. In this category the 
newer approach, emulating that of the “Fuller Brush man,” 
seems to be a most popular one. One of these vitamin firms and 
its house-to-house salesmen are under a consent decree of in- 
junction under the Federal Food, Drug, and Cosmetic Act that 
requires them to omit claims of alleged therapeutic merit for 
their product in several disease categories. The product relies 
on a most “potent” base of parsley, watercress, and alfalfa. 
Several vitamin and mineral preparations, some with methy]l- 
cellulose or other hydrophilic agents added, fall into the class 
of alleged obesity cures. The spring and the fall seasons bring 
a large number of such inquiries. More than 300 letters were 
received on the various aspects of the vitamin and mineral 
preparations. 


Advertising medical institutes remained high in the list of 
subjects having the interest of the lay public. Chief among these 
are the prostate specialists. The old Brinkley compound opera- 
tion is still advertised from Milford, Kan. An osteopathic- 
chiropractic outfit in Excelsior Springs, Mo., has a rather unique 
method of attracting patients. Once anyone indicates an interest 
in the subject by answering an advertisement, a series of letters 
comes to the prospect, each more urgent than the last, until the 
dire consequences of cancer of the prostate are outlined in a 
most graphic manner. Physicians have written to the firm with- 
out revealing their identity as such, outlining the symptoms of 
advanced prostatic carcinoma, and received in reply the rather 
bland observation that perhaps they should visit the institution 
and obtain the mild treatment. Also popular are the rheumatism 
and rectal specialists. 

In all, the Bureau handled about 3,700 inquiries, the great 
majority of which were from physicians and laymen, in about 
equal proportion. Others seeking information on subjects with 
which the Bureau deals were students and teachers in consumer- 
education classes in both secondary schools and colleges, Better 
Business Bureaus, governmental agencies, and lay publishers. 
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The Bureau renders extensive service to state medical boards 
and state and local medical societies. By the same token, it relies 
heavily on the reliable information gained by these agencies jp 
their investigations. 

During the year the Bureau contributed 31 columns to Ty; 
JOURNAL, as well as eight monthly features entitled “Quack of 
the Month” to the Journal of the Student American Medical 
Association. A new exhibit, entitled “Modern Medical Pitch. 
men,” was demonstrated for the first time at the San Francisco 
meeting in June. This was particularly well received by those jp 
attendance. The exhibit compares the activities of some of the 
more widely known modern medical pitchmen with the old-time 
snake-oil vender who operated from the back of his gaslighted 
wagon. While attending the annual meeting, the Director also 
addressed the San Francisco Advertising Club, appeared on g 
local television program, and participated in a radio round-table 
discussion on the subject of quackery on the west coast. Another 
Bureau exhibit, “Mechanical Quackery,” was demonstrated at 
the Arizona State Fair at Phoenix in November, 1953, and at 
the annual meeting of the Medical Society of the State of North 
Carolina at Pinehurst in May, 1954. 

The Director delivered a paper entitled “The Nature of the 
A. M. A. Fight Against Quackery in Medicine” before the an. 
nual meeting of the Section on Food, Drug and Cosmetic Law 
of the New York State Bar Association in New York City in 
January, 1954. 

During the year the Board of Trustees authorized an addition 
to the staff. In August an administrative assistant was employed. 
Chief among his duties will be a broadening of the reporting 
and audiovisual education phases of the Bureau's activities. 

The Bureau has a wealth of data in its files on the subjects 
with which it deals. It is constantly striving to keep abreast of 
developments in the fringe areas of medicine by original in- 
vestigations and by constant inquiries. Its function as an edu- 
cational unit within the organization is based on the theory that 
such generally is the most satisfactory means to combat quackery 
in the United States. It continues to rely on the cooperation of 
the medical profession. Its function as a clearing-house of such 
information for those who call on it for service sometimes 
results in most satisfying accomplishments in individual cases. 
Among these was the publication of an impostor notice in THE 
JOURNAL. Apparently the impostor himself was the only one in 
the hospital that had employed him who read the item. He 
departed suddenly, and then offered to tell all to the editor of 
a popular magazine. The hospital notified the Federal Bureau 
of Investigation when it realized the import of the situation. It 
was not long thereafter before the miscreant was brought to 
justice after a seven-year career of fraud. He had made the 
mistake of representing on an employment application to the 
Army that he was a physician. 


Report of Bureau of Industrial and Personnel Relations 


The Bureau of Industrial and Personnel Relations during the 
year carried on the following activities, among others. 


Jos EVALUATION AND WAGE AND SALARY ADMINISTRATION 

A continuous program of job evaluation studies and reviews 
for the approximately 500 general office employees was con- 
ducted. So far this year, the jobs of 77 general office employees 
have been reclassified, with resultant adjustments in compensa- 
tion. Owing to the volume of changes in duties and responsibili- 
ties of existing jobs and the over-all expansion in various depart- 
ments, two additional job analysts were employed during the 
summer of 1954 to assist the Bureau in re-reviewing all clerical 
jobs in the offices. This study has now been completed with 
respect to all departments having 20 or more clerical employees 
and will continue until the activities of all departments have 
been re-reviewed. 

To keep informed of current conditions in the competing labor 
market, the Bureau conducts semiannual salary surveys of pre- 
vailing wages and an annual survey of personnel policies. This 
enables the Bureau to recommend to the General Manager de- 
sirable changes in the wage pattern and in other personnel 
policies. One such survey was conducted in May of this yeal, 
and another is now being conducted. 
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GENERAL EMPLOYMENT ACTIVITIES AND CONDITIONS 

So far this year 189 general office employees have been hired, 
either as replacements for employees who have left the Associ- 
ation’s employ or as additional employees in the various depart- 
ments. In addition, 16 executive employees have been hired. 
Twenty-seven general office employees have been the subject of 
interdepartmental transfers. One hundred fifty-three general 
office and 12 executive employees have severed their connections 
with the Association so far this year. 

Statistics compiled by the Bureau respecting absenteeism, 
insurance Claims, and industrial accidents furnished, in the main, 
the agenda for monthly health and safety committee meetings, 
which were conducted under the general supervision and direc- 
tion of the Bureau. These committees make recommendations 
to management respecting health and safety conditions at the 
Association headquarters offices and plant. Recently, the General 
Manager authorized the health and safety committees to assume 
certain civilian defense activities. 


INSURANCE PROGRAM 

The administration of the over-all insurance program for 
Association employees requires constant attention. The program 
includes hospital, surgical, and medical care; cash benefits for 
disability; poliomyelitis insurance; travel accident insurance; 
life insurance; and the annuity plan. About 75% of the Associ- 
ation’s permanent employees participate in all or portions of the 
program, and an average of 12 new employees have been en- 
rolled each month. Three hundred forty-one claims under the 
program have been acted on so far this year. The Bureau is 
presently negotiating with several insurance carriers to expand 
the insurance program to include catastrophic medical and 
hospital expenses. 

LABOR RELATIONS 

Since the last annual report, contracts with 6 of the 10 
labor unions of which members are in the Association’s employ 
have been negotiated and concluded. At the present time, negoti- 
ations are in progress with two other unions. 

There is a trend in the printing industry to incorporate in 
labor contracts provisions for health and welfare insurance and 
pensions at the employer’s expense. Such provisions in the con- 
tracts with four labor unions have become effective so far in 
1954. Considerable negotiations were required with the unions 
involved to prevent overlapping and consequent double payment 
on the part of the Association for similar benefits provided in 
the Association’s present over-all insurance program. Currently, 
such negotiations are being conducted with four other unions 
with respect to similar provisions that will become effective in 
their contracts between Nov. 1 and Dec. 31. 


CREDIT UNION 

An employees’ credit union has been in operation since Jan. 1, 
1954, with about 300 employees joining the union and contribut- 
ing, principally by payroll deductions, over $40,000 to share 
accounts. As of date, the credit union has made 107 loans with 
a current loan balance of about $11,000; $20,000 of the credit 
union funds are on deposit, at interest, in federally approved 
savings and loan associations. The day-by-day operations of 
the credit union have been carried on by Bureau personnel with 
the cooperation of the Assistant Comptroller and a clerk in the 
Comptroller’s office. 


Dates of Future Annual and Clinical Meetings 
_The dates for the Annual and Clinical Meetings of the Asso- 
ciation from 1955 to 1959 are as follows: 
Clinical Meetings: 
1955, Boston, Nov. 29-Dec. 2 
1956, Seattle, Nov. 27-30 
Annual Meetings: 
1955, Atlantic City, N. J., June 6-10 
1956, Chicago, June 11-15 
1957, New York, June 3-7 
1958, San Francisco, June 23-27 
1959, Atlantic City, N. J., June 8-12 
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Conclusion 
A supplementary report covering items on which full in- 
formation is not yet available will be submitted at the opening 
session of the House of Delegates in Miami. 
Respectfully submitted, 
Dwicut H. Murray, Chairman. 
GUNNAR GUNDERSEN, Vice Chairman. 
Epwin S. HAMILTON, Secretary. 
Davip B. ALLMAN. 
F. J. L. BLASINGAME. 
LEONARD W. LARSON. 
James R. McVay. 
THomas P. MuRDOCK. 
JULIAN P. PRICE. 
WALTER B. MARTIN. 
ELMER HEss. 


REPORT OF THE COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 
To the Members of the House of Delegates of the American 

Medical Association: 

The Council on Medical Education and Hospitals submits the 
following report covering the period from Oct. 1, 1953, to 
Sept. 30, 1954. 

During this period the major concerns of the Council have 
been with the various matters referred to it by the House of 
Delegates, conduct of the Council’s regular program of evalu- 
ation of medical schools, intern and graduate training and tech- 
nical school programs, completion of the basic study of post- 
graduate medical education, further study of foreign medical 
schools and of possible means of evaluating the professional 
competency of their graduates, the relationship of American 
medicine with professional nonmedical groups in the health 
fields, and further studies on internships and on the financial 
problems related to medical education. 

Throughout the year the Council has conducted its numerous 
activities and efforts to contribute to and stimulate continued 
study and improvement of medical education at all levels. These 
activities include the accreditation of educational programs; the 
compilation and dissemination of statistics and information 
concerning medical education, medical licensure, internships 
and residencies, and related matters; and consulting, conferring, 
and collaborating with a large number of schools, hospitals, 
agencies, organizations, institutions, and persons interested in 
and concerned with medical education. 


Matters Referred to the Council by the House of Delegates 

At its December, 1953, meeting the Reference Committee on 
Hygiene and Public Health approved a resolution that the 
American Medical Association, through its Board of Trustees, 
by means of a proper council or an outside agency, institute 
methods and procure accurate and concrete evidence on the 
quantity and quality of training received in chiropractic and 
naturopathic schools and further recommended that the Ameri- 
can Medical Association make this information available to the 
constituent state associations at the earliest possible date. At its 
June, 1954, meeting the Council reviewed the resolution that 
had been adopted by the House of Delegates at the December 
meeting and that had been referred to it by the Board of Trustees 
for implementation. The Council authorized the Secretary to 
communicate with the schools of chiropractic, inquiring if 
representatives from the Council might visit the schools for 
the purpose of obtaining factual information. Currently, efforts 
are being made to determine the ways and means of collecting 
such factual information. 

In December, 1953, a reference committee recommended that 
the House of Delegates of the American Medical Association 
instruct the Council on Medical Education and Hospitals at the 
appropriate time to publish a listing of all hospitals accredited 
for intern training in one master listing and to designate by bold- 
face type or column marking those subscribing to the National 
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Intern Matching Plan. Arrangements have been made to meet 
this request in the most recent issue of the Internship and 
Residency Number of THE JouRNAL. 


In his address at the December meeting, President Edward J. 
McCormick suggested that “the time has come when we should 
insist that a reasonable amount of time be devoted by our 
medical school faculties to the formal teaching of medical ethics 
and the religious fundamentals which are just as evident in the 
oath of Hippocrates and the principles of medical ethics as they 
are in the Constitution of the United States of America.” At 
the February, 1954, Sesquicentennial Session of the Congress 
on Medical Education and Licensure a special panel discussion, 
in which Dr. McCormick participated, was held to present the 
need for greater emphasis on such instruction during under- 
graduate medical education. The Council will continue to work 
in support of the resolution passed in December, 1953, “that the 
House of Delegates recommend that the Board of Trustees and 
the Council on Medical Education and Hospitals continue to 
stimulate all medical schools of the country to provide courses 
in medical ethics, medical jurisprudence, and medical practice 
and problems.” 

During the December, 1953, meeting the Joint Committee 
on Specialists in Other Fields, appointed at the direction of the 
House of Delegates to study the relationship of American medi- 
cine to professional nonmedical groups in the health fields, 
reported that it believed the entire matter of such importance 
that a small ad hoc committee would not do justice to it. The 
committee recommended that the Board of Trustees and the 
Council on Medical Education and Hospitals and its staff, in 
association with appropriate councils and bureaus of the Ameri- 
can Medical Association and relevant professional groups, 
undertake a detailed investigation of all facets of the problem; 
following the receipt by the committee of a report from the 
Council on its findings and recommendations, the Committee 
on Specialists in Other Fields will submit a report of its recom- 
mendations to the Board of Trustees. An active study of this 
entire field with its varied ramifications is being conducted by 
the staff of the Council. As rapidly as possible the Council will 
complete its study and submit recommendations to the Com- 
mittee on Specialists in Other Fields. 

At the June, 1954, meeting three resolutions on foreign 
medical schools and their graduates and the supplementary 
report of the Board of Trustees concerning foreign medical 
graduates were studied by the Reference Committee on Medical 
Education and Hospitals. The reference committee recom- 
mended that the intent and aims of the supplementary report 
and the three resolutions could best be met by referring the 
entire problem to the Council on Medical Education and 
Hospitals for further study and that the Council should make a 
progress report at the interim meeting in 1954. An initial meet- 
ing of the Committee on Foreign Medical Credentials of the 
Council on Medical Education and Hospitals was held on July 
30, 1954, at which time the relations of the three groups that 
have been studying this problem were clarified. These three 
groups consist of (1) the Advisory Committee on Foreign 
Medical Credentials, organized in 1947, which functions in an 
advisory capacity and consists of representatives of national, 
governmental, and local organizations interested in the over-all 
problem; (2) the Committee on Foreign Medical Credentials of 
the Council on Medical Education and Hospitals, a subcommit- 
tee of the Council that functions for detailed discussion, recom- 
mendations, and reports; and (3) the Cooperating Committee 
on Graduates of Foreign Medical Schools. This latter committee 
was suggested by the Council following the referral of the 
problem to them by the House of Delegates in June, 1954. The 
Cooperating Committee on Graduates of Foreign Medical 
Schools has representation from the Council on Medical Edu- 
cation and Hospitals of the American Medical Association, the 
Federation of State Medical Boards, and the American Hospital 
Association, and it is hoped that the Association of American 
Medical Colleges will also be represented. Its first meetings were 
held in September, 1954. This committee will continue active 
study of the over-all problem and potential means of its resolu- 
tion. It is anticipated that a progress report will be available by 
the time of the 1954 interim meeting. 
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In June, 1954, the House of Delegates approved the supple. 
mentary report of the Board of Trustees calling for the gjs. 
continuance of registration of hospitals by the Council op 
Medical Education and Hospitals and requesting that the Join; 
Commission on the Accreditation of Hospitals be asked to cop. 
sider the possibility of undertaking the registration of hospitais 
in addition to its present accreditation activities. The Councij 
has complied with this action. In line with this action, the 
Essentials of a Registered Hospital, which have been in effec 
since March, 1929, have been withdrawn and will no longer be 
prepared and published by the Council. The Council is cop. 
tinuing its long-established program of internship and residency 
approval in hospitals in cooperation with the specialty boards 
but will no longer maintain a hospital registry including jp. 
stitutions not engaged in such graduate education and training 
activities. 


On recommendation of the Council on Medical Education 
and Hospitals, the House of Delegates in June, 1923, approved 
the Essentials of an Approved Graduate Medical School. Since 
that time the development of approved residency and fellowship 
training programs has been of such nature that the original 
Essentials of an Approved Graduate Medical School seem no 
longer necessary. In line with this development the Council at 
the June, 1954, meeting voted to accept the recommendation of 
its Committee on Postgraduate Medical Education “that because 
of the variability in the type of training offered by graduate 
schools of medicine and because of the development of and 
standards maintained for residency training programs, the 
Essentials of a Graduate School of Medicine be discontinued by 
the Council.” It is requested that this action of the Council be 
approved by the House of Delegates. 


Standing and Special Committees 


The Council has numerous standing and special committees 
assigned to specific tasks, engaged individually or in cooperation 
with other organizations interested in their specific areas. Each 
of these committees is represented by Council members as well 
as Council staff members and makes reports and recommenda- 
tions to the Council for subsequent action. The currently exist- 
ing standing and special committees include: 


Standing Committees 


Liaison Committee on Medical Education, closely cooperating with 
the executive council of the Association of American Medical 
Colleges. 


Liaison Committee of the Council and Advisory Board for Medical 
Specialties, closely cooperating with the various specialty boards. 


Committee on Essentials, responsible for review, revision, and recom- 
mendations in regard to the essentials underlying the numerous 
programs involving approval or accreditation. 


Committee on Needs of the Armed Services, cooperating with the 
governmental agencies involved. 


Committee on Indigent Medical Care Programs, cooperating with the 
Council on Medical Service. 


Special Committees 


Committee on Specialists in Other Fields, endeavoring to study ‘and 
recommend in regard to the relation of medicine to the professional 
nonmedical specialists in other fields. 


Committee on Foreign Medical Credentials, concerned with working 
towards clarification of this over-all problem. 


Committee on Licensure, cooperating with the Federation of State 
Medical Boards and the Association of American Medical Colleges 
in the problems of licensure and their relation to medical education 


Joint Committee on Medical Education in Time of National Emer- 
gency, composed of representatives of the Council on Medical 
Education and Hospitals and the Association of American Medical 
Colleges, closely cooperating with the armed forces medical services 
and other governmental agencies in matters involving undergraduate 
and graduate medical education. 


Internship Review Committee. 


Residency Review Committees 

These committees have been developed for cooperative evaluation of 
residency training programs with the individual specialty boards and 
certain specialty colleges, such as the American College of Physicians 
and the American College of Surgeons. At present 12 residency 
review committees are actively functioning and 5 others are being 
organized, as outlined in the Hospital and Graduate Education 
section of this report. 
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In addition, the Council has active representation and par- 
ticipation in the following related activities: 
Joint Commission on Accreditation of Hospitals 
Committee on Financial Needs of the Medical Schools 
National Internship Matching Plan 
Advisory council and trustees of the National Fund for Medical Edu- 
cation 
American Medical Education Foundation (secretary-treasurer and 
directors) 
National Board of Medical Examiners 
Federation Bulletin (associate and assistant editors) 
Medical Technology Study Committee 
Selective Service System 
Education and training division, Surgeon General's Office, Department 
of the Army 


Besides the active participation in these committees and 
related activities, the Council has collaborated through confer- 
ences, discussions, and consultations with over 50 other organi- 
zations and agencies that have active interests in one or more 
phases of medical education. The importance of close coopera- 
tion among these groups has made the Council’s effort to 
promote intercommunication and collaboration one of its most 
demanding functions from the standpoint of time, energy, and 
basic significance. The close and effective liaison collaboration 
with the Association of American Medical Colleges and the 
Advisory Board of Medical Specialties continues to be of par- 
ticular significance. Cooperation with established conference 
committees with the American College of Surgeons, the Ameri- 
can College of Physicians, the Joint Committee on Accreditation 
of Hospitals, and the American Hospital Association are of 
increasing importance to all concerned. 


Annual Congress on Medical Education and Licensure 


The Sesquicentennial Annual Congress on Medical Education 
and Licensure, sponsored by the Council on Medical Education 
and Hospitals and the Federation of State Medical Boards of 
the United States and including the Advisory Board for Medical 
Specialties, was held in Chicago, Feb. 7 to 9, 1954. The total 
registration was 531. All but three medical schools in the United 
States were represented. Eighty-five organizations other than 
medical schools, boards of medical examiners, and specialty 
boards had representatives in attendance. The Chairman of the 
Council presented a résumé of 50 years of Council activity. The 
Council’s comprehensive study on postgraduate medical edu- 
cation was summarized and a series of panels conducted on the 
various problems associated with this field of endeavor. A special 
luncheon panel was held on public relations and ethics and their 
importance in medical education. Dr. Frank Dickinson also 
presented a preview of his exhaustive study “How Bad Is the 
Distribution of Physicians?” Other interesting and timely topics 
were presented as papers and discussions. 

It is the desire of the Council to make its contribution to the 
Annual Congress on Medical Education and Licensure of major 
significance each year. Currently, plans for the 1955 congress 
are being focused on the theme “Medicine and the Law,” insofar 
as undergraduate medical education is concerned. Outstanding 
leadership has been obtained for this program, and it is hoped 
that all who attend will gain a comprehensive and effective idea 
of how the basic elements of the law as it pertains to medicine 
can best be incorporated into undergraduate medical education 
programs. 


Medical Schools Studied 

During the past year the following medical schools were 
Visited for consultations or surveys in liaison with the Associ- 
ation of American Medical Colleges: 

University of North Carolina 

University of Maryland 

University of West Virginia 

University of British Columbia 

College of Medical Evangelists 

University of Miami 
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University of Puerto Rico 

University of Nebraska 

Creighton University 

University of Missouri 

Southwestern Medical School of the University of Texas 
Tufts College Medical School 

Marquette University 


The University of North Carolina, the University of British 
Columbia, and the University of Puerto Rico completed the 
basic organization of their four-year programs essential for 
approval and graduated their first classes of physicians in June, 
1954, increasing four-year medical schools in the United States 
to 74 and in Canada to 11. The Council, in liaison with the 
Association of American Medical Colleges, has scheduled visits 
and surveys at 18 medical schools in the United States and 
Canada during the current academic year. 


Division of Hospitals and Graduate Education 


The Division of Hospitals and Graduate Education was 
established a year ago with responsibility for carrying out the 
Council’s program relating to graduate medical education, i. e., 
internship and residency training and other activities related to 
hospitals. Its area of interest, insofar as hospitals are concerned, 
is primarily the educational activities of the hospital and only 
indirectly its organizational and administrative functions. 

The major effort of the division is directed toward the develop- 
ment of educational standards for internships and for residency 
programs in the 27 specialties and subspecialties that the Council 
approves, the review of these programs on a recurring basis as 
carried out by the field staff, and their evaluation through the 
Internship Review Committee and the several committees in 
the specialty fields that have been established for this purpose. 
The assistant director of the division acts as secretary for the 
former committee. The director serves as secretary to the 
Conference Committee on Graduate Training in Surgery and 
to the 12 residency review committees that have been established 
during the past 18 months. It is anticipated that an additional 
five committees will be organized during the coming year. 


The secretariat and administrative staff of the division are 
responsible for providing consultative service, personally and 
through correspondence, to medical staffs and hospital adminis- 
trators regarding internship and residency programs. Applications 
for approval of such programs are reviewed at the staff level, 
and on that basis arrangements are made for a visit to the 
hospital by a member of the field staff. The reports of such 
inspections are then processed by the clerical staff of the division 
and referred to the committees concerned. 


The liaison activities involved in the administration of the 
internship and residency program are numerous, involving direct 
contact as well as correspondence with many organizations, 
including the American boards, the Advisory Board for Medical 
Specialties, the American College of Physicians, the American 
College of Surgeons, the Surgeon General’s Office of the medical 
departments of the federal services, the Association of American 
Medical Colleges, and others. There is direct cooperation be- 
tween the Division of Hospitals and Graduate Education and 
the National Intern Matching Program in correlating the 
activities of that organization and the Council relative to intern- 
ships. The division is responsible for compiling statistical data 
and the lists of approved services that are published in THE 
JoURNAL as the Annual Report on Internships and Residencies 
and the Directory of Approved Internships and Residencies. 
A companion publication, the Residency Information Bulletin, 
containing current information on available appointments for 
residencies, appears every four months as a separate reprint. 
The purpose of this bulletin is to provide information to young 
physicians seeking residency appointments. It is provided as a 
service to physicians and hospitals without cost. It is not, how- 
ever, a placement service, since all communication between the 
applicant and the hospital is direct and not through the Council 
office. 
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Professional Field Staff 


The field staff of the Council is composed of nine physicians 
serving on a full-time basis, each assigned to a territory contain- 
ing between 140 and 150 hospitals. The inspection schedule is 
laid out on the basis that each hospital in a territory will be 
visited an average of once every two years. In addition to review- 
ing the internship and residency programs in these hospitals, the 
staff representative is responsible for completing a survey of 
the organizational, administrative, and professional aspects of 
the hospital as encompassed in the program of the Joint Com- 
mission on Accreditation of Hospitals. The Council's staff, 
accordingly, serves in a dual capacity: as staff representatives 
of the Council and as field representatives of the joint commis- 
sion. The joint commission itself has no field staff but conducts 
its inspection program through the field staffs of the several 
organizations represented on the commission: the American 
Medical Association, American Hospital Association, American 
College of Physicians, and American College of Surgeons. 
During the period Oct. 1, 1953, through Sept. 30, 1954, the 
Council staff visited 574 hospitals, including 63 for review of 
their intern programs, 231 for residency training, 178 for both 
internship and residency programs, 28 for registration, 8 tech- 
nical schools, and 66 additional hospitals, in behalf of the joint 
commission. The amount of time spent at a hospital will vary 
from one day to several days depending on the number of train- 
ing programs and, to a lesser extent, on the size of the hospital. 
The smaller number of hospitals visited during this period as 
compared to last year is due in large part to the increased 
amount of time spent by the staff in conducting joint commission 
surveys. It is estimated that at least 50% of the time of the 
Council's staff representatives is now being devoted to this work. 
The Council recognizes the essential contribution that its staff 
representatives make, year after year, in a fine spirit of loyalty 
to the objectives and purposes of the Council and wishes to call 
the attention of the House to their efforts. 


Annual Report on Internships and Residencies 


A special issue of THE JoURNAL is devoted each year to the 
Council’s Annual Report on Internships and Residencies and 
the Directory of Approved Internships and Residencies. This 
latter publication is usedgby the Veterans Administration as a 
basis for approving payments of benefits under the Servicemen’s 
Readjustment Act and by licensing and examining boards, the 
National Intern Matching Program, and a number of other 
organizations, governmental and civilian, as an authoritative 
source of information on graduate education and approved train- 
ing programs. The publication of the annual report and the 
directory is made possible only through the cooperation of 
medical staffs and administrative officials of hospitals and of 
the many organizations with which the Council collaborates in 
approving residency programs, including the American boards 
in the medical specialties. 

According to this year’s report, there are now 1,347 hospitals 
in the United States and its possessions approved by the Council, 
including 684 hospitals in which both internship and residency 
programs are being conducted, 503 offering residency training 
only, and 160 conducting approved intership programs only. 
For the 1953-1954 internship-residency year, there were 26,894 
physicians serving in these hospitals, 8,275 as interns and 18,619 
as residents. This number of physicians engaged in graduate 
education means that about one physician out of seven pro- 
viding professional care to patients in this country is serving in 
a full-time capacity as a member of a hospital house staff. The 
significance of this fact in terms of both medical education and 
medical service is apparent. 


American Boards and the Advisory Board for 
Medical Specialties 
Prior to World War II, a liaison committee with representa- 
tives from the Council, the American Board of Internal Medi- 
cine, and the American College of Physicians was established 
to coordinate the efforts of the three organizations in the ap- 
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proval of residency programs. Except for a temporary lapse 
during the war years, it has served in this capacity ever since 
and has provided an effective mechanism for accomplishing its 
objectives. In 1951 a similar committee, the Conference Com. 
mittee on Graduate Training in Surgery, was set up to develop 
uniform training standards in this specialty, a list of surgica} 
programs approved by all participating organizations, and 
single inspection service. In addition to Council representatives, 
the American Board of Surgery and the American College of 
Surgeons have membership in this committee. It has functioned 
most effectively in carrying out its purposes for the past three 
years. 

The success of these two committees in the two major fields 
of internal medicine and surgery !ed the Council early in 1953 
to propose to the other American boards a plan for establishing 
committees of this nature in the other specialty fields. To date, 
residency review committees with representatives appointed by 
the Council and the American board concerned have been 
established in the following fields: 

Neurological surgery 

Orthopedic surgery 

Otolaryngology 

Pediatrics 

Physical medicine and rehabilitation 
Preventive medicine 

Psychiatry and neurology 

Proctology 

Radiology 


Discussions are currently being conducted with five other boards 
looking toward the establishment of residency review committees 
in those specialties. The Council is of the opinion that these 
committees provide an effective and efficient mechanism for 
coordinating the work of the Council and the boards in this area. 

During the past year, the discussions that had been initiated 
between the Council and the American Board of Anesthesiology 
relative to matters of policy in the approval of residency pro- 
grams in this specialty were successfully concluded. Agreement 
was reached on the major point under consideration, that of 
requiring membership in a special society as a prerequisite to 
qualifying for board examination. 

The Council’s Liaison Committee with the Advisory Board 
for Medical Specialties has held three meetings during the past 
year at which matters relating to the activities of the two groups 
were reviewed, including the status of the proposed American 
Board of Medical Microbiology. Action on the application from 
this group was deferred pending completion of a study of the 
over-all problem of the relation of the medical profession to 
other groups allied to medicine, the so-called paramedical fields. 
The Council is appreciative of the close working relationship 
it enjoys with the Advisory Board in considering and acting on 
matters of mutual interest. 

The director of the division during the past year has met with 
a committee of the American Academy of General Practice and, 
informally, with members of its staff to discuss questions per- 
taining to graduate training in preparation for general practice. 
Among the points considered were the relatively low occupancy 
rates for residencies in general practice, the need for more 
comprehensive training standards in this area, and related prob- 
lems. The Council for the past several years has encouraged the 
development of training programs for physicians planning 
careers in family practice and has appreciated the opportunity 
its staff has had to discuss these questions with representatives 
of the academy. 


National Intern Matching Program 
After three years of successful operation, the matching pro- 
gram has been established as the official and generally accepted 
procedure for appointing interns. Last year only 16 hospitals of 
the 853 approved by the Council for intern training did not 
participate in the program. Almost 95% of senior medical 
students sought their internships through the plan. 
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There apparently is still some misunderstanding as to the 
purpose and method of operation of the matching program. It 
does not purport to “distribute” interns. Students receive 
appointments only in those hospitals in which they elect to serve 
their internship. They receive appointment to the hospital highest 
in their preference list that has a position available and that has 
indicated that it will accept the person concerned. There is 
complete freedom of negotiation between applicant and hospital 
and complete freedom of choice on the part of both student and 
hospital. 

Last year, 6,059 students obtained their internships on the 
basis of the matching procedure. With over 10,600 positions 
offered, it is evident that a number of hospitals were disappointed 
in that they failed to obtain the number of interns desired. To 
criticize the matching program for this situation, however, in- 
dicates a failure to understand the operation of the matching 
procedure. Under this program a hospital “gets” those interns 
and only those who rate the hospital as one of those at which 
they want to intern. If another hospital has been rated higher 
on an applicant’s preference list, he goes to that hospital if it 
has a space for him and has listed him as one of the students it 
would like to appoint. 

The matching program limits hospitals participating to those 
approved by the Council. Further, only those specific internships 
that are Council-approved are included in the matching process. 
The Council has had complete cooperation from and, in turn, 
has given full cooperation to the committee responsible for the 
operation of the program. The committee is made up of members 
from the American Medical Association, the American Hospital 
Association, the American Protestant Hospital Association, and 
the Catholic Hospital Association and two student representa- 
tives, including one from the Student American Medical Associ- 
ation. The federal services, as well, have liaison representatives 
to the committee. 

The Council believes that this program is worthy of the full 
support of the House of Delegates and hopes that any members 
of the House who have reservations as to its desirability will 
take the opportunity of conferring with members of the Council 
staff or with the director of the matching program relative to 
problems on intern appointment under the plan that have been 
called to their attention. 


Internship Review Committee 

Within the past year, the Councii has established an Intern- 
ship Review Committee, which functions at the internship level 
in a capacity similar to that of the several residency review 
committees that have been organized. The Council has three 
members on this committee; in addition, the Secretary of the 
Council and the Director of Hospitals and Graduate Education 
sit as ex officio members. One representative to the committee 
is appointed by each of the following organizations: the Federa- 
tion of State Medical Boards, the American Hospital Association, 
the American Academy of General Practice, and the Association 
of American Medical Colleges. The committee acts in a recom- 
mendatory and advisory capacity to the Council and is organized 
as a continuing committee. It is expected that this cooperative 
effort involving several other national organizations will provide 
a broader basis for the consideration of matters relating to 
intern education and should result in an effective method for 
bringing to bear on this perennial problem the concerted efforts 
of the several participating organizations. 


Ad Hoc Committee on Internships 

Since the appointment of the Ad Hoc Committee on Intern- 
ships last February, the Council’s staff has worked closely with 
it in providing requested information and in carrying out the 
administrative and clerical work of the committee. The assistant 
director of the division, Dr. Arthur N. Springall, has spent a 
major portion of his time the past several months in assisting 
the chairman, Dr. George Klump, in the work of the committee. 
The Council has welcomed the thorough investigation that this 
committee has made in the field of intern education and, through 
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its Chairman, has given the committee assurance of the Coun- 
cil’s desire to be of every assistance in the study being made. In 
view of the fact that a report by the committee is expected to 
be given the House at the December meeting, these comments 
are limited to the Council’s relationships to the committee and 
to any assistance it may have given to the committee in its 
deliberations. 


Joint Commission on Accreditation of Hospitals 

As pointed out previously in this report, the field staff now 
devotes about 50% of its time to surveys for the joint com- 
mission. The information gained in these surveys, however, is 
of considerable value in the appraisal of the training programs 
being conducted in the hospital, the review of which is the 
primary purpose for the staff's visit. The Council, through its 
executive and administrative staffs, maintains close liaison with 
the office of the joint commission and its director, Dr. Kenneth 
Babcock. Members of the field staff of the Council are called 
on frequently in their visits to the hospitals throughout the 
country to discuss the program of the joint commission and 
interpret its policies. It should be appreciated, however, that, 
while the American Medical Association has representatives on 
the commission, that body is responsible for determining policies 
relative to those functions of the hospital that are of an organi- 
zational or administrative nature as well as those relating to 
the professional care being provided in the hospital. The Coun- 
cil’s area of interest, insofar as approval is concerned, is pri- 
marily that of the educational program of the hospital, whether 
that be at the undergraduate (clinical clerks), graduate (interns 
and residents), or postgraduate level. There will undoubtedly be 
problems in the future related to hospital accreditation and 
approval that will confront the Council and the joint commission. 
Through the excellent rappert that has been developed between 
the two groups, it can be anticipated that they will be resolved 
in a mutually satisfactory manner, as they have been in the past. 


Approved Examining Boards 

The number of examining boards approved by the Council 
and the Advisory Board for Medical Specialties remains at 19, 
there having been no new boards approved during the past year. 
There have been preliminary inquiries from several groups 
requesting information on the establishment of a recognized 
board, but no official applications have been submitted. 

The American Board of Preventive Medicine has recently 
completed its plans for a founders’ group in aviation medicine, 
i. e., those certified without examination on the basis of their 
contributions to and position in the specialty. Having established 
this group, the board will thereafter certify candidates only on 
the basis of examination. 


Inspection of Hospitals and Technical Schools 
Inspections of hospitals and technical schools made by the 
Council during the year Oct. 1, 1953, to Sept. 30, 1954, are 
summarized as follows: 
Registration (Oct. 1, 1953, to June 1, 1954).. ‘ 28 





Accreditation only (joint eommission)....... : 66 
Intern training ............ , cece ‘ 63 
Residency training ..... ‘ ; a coe. 
Intern and residency training... ' : ial: 
Technical schools ................ phen hee bd iniwkion s 

AL dc dht hace bink doe adhendy ut ate dance eeesawanan , : 574 
ea 7 a “ae 
Residency training programs reviewed................ sevecces GEO 
Joint commission sSuUrveyS.............0....cceeeecees nas oe 

BE 5450008 — shies EE ee ions ae 


Summary of Hospitals and Technical Schools 
Figures for approved hospitals and technical schools with 
changes occurring during the year Oct. 1, 1953, to Sept. 30, 
1954, are as follows: 
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Registration of Hospitals * 


res SN, CORRS, DUNDS, iiekcciicscveiecescoucrieses es 6,768 
New institutions registered to June 1, 1954...............0 201 
Closed or transferred to unclassified file.................006 56 

Hospitals registered as of June 1, 1954..........ccceceeeeeeceees 6,913 


Internship Approval 


Hospitals approved for intern training, Oct. 1, 1953.......... 863 
Se tt I nd, ccdseeeencbesbonseubenaaete 17 
SNOT SHOT BUUOWOE TUG is. c voice disideeienvinddicscacces 32 

Hospitals approved for intern training, Sept. 30, 1954......... S48 


Resideney Approval 


Hospitals approved for residency training, Oct. 1, 1953........ 1,176 
ETO, WO Wes Bs BO os 6 6 hi 0niee cack cdsinévcesvceneces 41 
MOMMOVES TIO APPTOVSR TWS6.....o.ccvcvivccccoccccssccseccees 31 

Hospitals approved for resideney training, Sept. 30, 1954..... 1,186 


Residency Training Programs 


Programs approved for resideney training, Oct. 1, 1953........ 4,752 
ee. We ido 5056 ce reccvcc<ocesccesccdaresed 308 
MOMmOved TFOM APPTOVE TAC nc sccceccsvcccseccscccssevces 216 

Programs approved for residency training, Sept. 30, 1954..... 4,844 


Medical Technology Schools 


I ee Bp I i odo ve eccestcceccsssdevseskerees 651 
RE EE RE Pe eee PRT OPE ee 36 
ORO VON TINT GOTO TON TUE. c..cccccccccccvvcccsacsecccccecs 2 

ADPTOVES SENOOM, BEPt. BB, 1GGh.0.ccoccccvvecccccccccessccvcses 585 


Medical Record Librarian Schools 


ey GIN ick diisc tative cecersrescebcotsecees 24 
I TING so cctoccdectdedcsssvenbkerdecdecsentsu 3 
PPT TUG GTUOUT TOG ois ons ionic ccc eecciccesccdcces 2 

ee Hs ie EE ii ons. oe os ceccdvivccvecenscerse 25 


Occupational Therapy Schools 


ee ly ie Bi ine Socnvoviccccitboenvccceccssccceeve 27 
sc ciidensvsncbuesondisdbcesdenechinnses 1 
ST x ckcaecetececinipasvesregeeoerebeeens 0 

es SE EO Ss repecentesndecdantadnciannevn 28 


Physical Therapy Schools 


ps Se eae 33 
ee OF ne OE Eee ae Se ee 1 
ee II IOI ood oo n.sin vic dctcieicwsseceiecondwene 0 

SG Fes i le ovo ose e seen SSecicesccccssoscs 34 


X-Ray Schools 


OTE BE, SO ie Bag BI oo 66.0050: d 00s eRescecwncenerceccesce 328 
ee Se a hin kik i x6. 08h aod densi neers CRdevacva 57 
Se EOIN BD cd aniccnesecndcsesssdsieivice sd 3 

Fe Ee ee ee 382 


Schools for Medical Record Technicians 


I Se BO ois cn tieeca ceed ddcisestensc sbbpewbehiaes 6 
Removed from approved Wst...........cccccccccsvcccocscssece 0 
TOE Tes UG, Te, GB ooo on 66s vic ccececcececcccsscnes 6 





* The Hospital Registry has been discontinued by action of the House 
of Delegates on recommendation of the Board of Trustees at the June, 
1954, Annual Meeting of the A. M. A. 


Council Publications 


The Council has continued to be responsible for the prepara- 
tion of material of major significance for six issues of THE 
JOURNAL during the year, as follows: 


Postgraduate Continuation Courses for Physicians (Jan. 1 through 


Pn Ge, SE iil ansinrits ba hvecssecveneaads suede Dec. 12, 1953 
Hospital Service in the United States.............0..0000: May 15, 1954 
ee I OUI 0 556 6s vhon cowed ceccswedessees May 29, 1954 
Postgraduate Continuation Courses for Physicians (July 1, 1954, through 

ee, oy Sa ee, PEN RET h ee be Meer tart ey June 12, 1954 


Medical Education in the United States and Canada....Sept. 11, 1954 


Directory and Annual Report of Approved Internships and Resi- 
TE ee SE ee ee ee ee eee Sept. 26, 1954 


J.A.M.A., Nov. 6, 1954 


In addition, the Council staff has prepared numerous edi. 
torials for THE JOURNAL. 

After 1955 it is planned that a single comprehensive presenta- 
tion of Postgraduate Continuation Courses for Physicians wil] 
be prepared for an entire 12 months, rather than two sections 
each covering 6 months, as has been done for the past several 
years. In view of the action of the House of Delegates in June, 
1954, discontinuing hospital registration functions of the Coun- 
cil, the May 15, 1954, data on hospital service in the United 
States is the last comprehensive compilation of such informa- 
tion to be prepared by this Council. 

Other regular publications prepared by the Council include: 

Proceedings of the 1954 Annual Congress on Medical Education and 

Licensure and Reprint of the Educational Number of THE Journa. 

Internship and Residency Reprint 

Foreign Medical Schools, a Compendium 


Federation Bulletin (published monthly by the Council for the Federa- 
tion of State Medical Boards of the United States) 


Approved Colleges of Arts and Sciences 
Medical Licensure Statistics (reprint) 
Choice of a Medical School 

Residency Information Bulletin 


A series of reprints on the essentials for acceptable medical 
schools and approved internships, residencies, and training 
programs have been prepared and, following their approval by 
the House of Delegates, have been made available for those 
interested in them. The Council staff is also responsible for the 
weekly listings in THE JoURNAL of scheduled examinations and 
reciprocity meetings of state licensing boards, basic science 
boards, and examining boards in the medical specialties. From 
time to time the Council prepares statements concerning its 
current actions for publication in THE JouRNAL. In addition, a 
series of reprints on the essentials of approved schools and lists 
of such schools are prepared by the Council covering the fields 
of medical technology, physical therapy, occupational therapy, 
medical record technicians, medical record librarians, and x-ray 
technicians. 


Changes in Staff and Organization 


There have been numerous personnel changes and some re- 
organization of the Council staff during the past year. Dr. Walter 
S. Wiggins has been appointed associate secretary and has en- 
gaged primarily in the field of medical school evaluation. He 
has also actively headed the studies on the relationship of medi- 
cine to specialties in other fields and those dealing with foreign 
medical schools. Dr. Douglas D. Vollan has been appointed 
assistant secretary and is in charge of the studies in postgraduate 
medical education. Dr. Arthur N. Springall has become assistant 
director of the Division of Hospitals and Graduate Education. 
He is directly in charge of the internship program and is secretary 
of the Internship Review Committee. Following Dr. F. H. 
Arestad’s retirement from the Council, Dr. Springall has also 
conducted the area of activity dealing with technical school 
registration. Mr. Carl Heinze has been appointed as administra- 
tive assistant of the Hospital and Graduate Education Division. 
Mrs. Anne Tipner, who has so loyally carried enormous Council 
responsibility over many years, has been appointed assistant to 
the Secretary. 


Changes and Needs 

The problems presented to the Council on Medical Education 
and Hospitals through its new activities in such areas as post- 
graduate medical education; the development of a more satis- 
factory solution to the relationship between medicine and 
specialists in closely allied nonmedical fields; the pursuit of the 
problem of foreign medical schools; and the added activities of 
the residency and internship review committees, in addition to 
regular Council responsibilities, necessitate additional highly 
qualified personnel and budget readjustments. The heavy routine 
Council activities dealing with all phases of medical education 
and its interlocking functions already present problems in excess 
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of those that can be effectively dealt with by the current staff. 
jt has been recommended that an assistant secretaryship in the 
field of postgraduate medical education be established. The many 
facets of the foreign medical school situation necessitate full-time 
attention on the part of a well-qualified person as assistant secre- 
tary. The area of evaluation of technical school programs and 
ihe further pursuit of a more satisfactory relationship between 
medicine and the closely allied specialties in nonmedical fields 
require the full time of a person qualified for the post of as- 
sistant director in the Division of Hospitals and Graduate 
Education. 

The Council desires to serve in meeting its many responsibili- 
ties in the best possible manner and will make every effort to 
do so within the limits of its budget allocation. 


Appreciation 

The Council deeply regretted the illness of Dr. W. L. “Buck” 
Pressly that prevented his attendance at the June meeting in 
San Francisco and wishes to express its appreciation for his 
loyal attendance and fine cooperation during his period as one 
of its members, 

The Council also wishes to express its sincere appreciation 
to two of its former staff members for their outstanding service 
during their period of association with it. Dr. Donald G. Ander- 
son, who served as secretary of the Council from 1945 to 
October, 1953, attended Council meetings during the past year 
and was of great assistance in its deliberations. Dr. F. H. Arestad, 
who had served as associate secretary of the Council for many 
years, withdrew on July 1, 1954, to enter a new field of activity. 
Both Dr. Anderson and Dr. Arestad made contributions of 
significance to the work of the American Medical Association 
during their tenure as members of the Council staff. 

Welcome is extended to Dr. W. Andrew Bunten, recently 
elected to membership on the Council, and to Dr. Charles T. 
Stone in his reelection to the Council. 

The Council desires to express sincere appreciation of the 
support, encouragement, and cooperation it has received from 
the officers, Board of Trustees, and members of the House of 
Delegates of the American Medical Association, which have 
made possible its efforts to discharge its responsibilities in behalf 
of American medicine and the public interest in the various 
phases of medical education and hospital affairs. 

The Secretary of the Council wishes to express deep appreci- 
ation to the Board of Trustees, the House of Delegates, the 
members of the Council, the American Medical Association 
and Council headquarters staff, and the personnel of other 
councils and bureaus who have cooperated and so graciously 
assisted during the past year in his orientation to this new task. 

Respectfully submitted, 

H. G. WEISKOTTEN, Chairman. 
W. ANDREW BUNTEN. 

Guy A. CALDWELL. 

JOHN W. CLINE. 

James M. FAULKNER. 

VICTOR JOHNSON. 

LELAND S. MCKITTRICK. 
FRANKLIN D. MurpHy. 
CHARLES T. STONE. 

Harvey B. STONE. 

EpwarD L. Turner, Secretary. 


REPORT OF THE COUNCIL ON MEDICAL SERVICE 


To the Members of the House of Delegates of the American 
Medical Association: 


Over-All View of Medical Service 
Sixty-four projects, studies, and services, all pointed toward 
bettering the health of the American people, are being carried 
on by the Council on Medical Service through its seven com- 
mittees. These activities vary all the way from the practical 
day-to-day services rendered to physicians and communities by 
the Physicians Placement Service to detailed studies of union 
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health centers and programs for indigent medical care. Some 
of these are continuing in nature, such as the study into the 
ever-changing field of hospital-physician relationships. Some are 
long-term projects, such as the field study of indigent care plans. 
Some are short-term projects, such as the preparation of a 
“flyer” on the program of the Council as related to the work 
of the Woman’s Auxiliary. 


In the limited space of this report, only highlights in regard to 
the work of the Council and its committees can be presented. 
However, following are some of the developments in the field 
of medical service: 


Voluntary Health Insurance-——About 99 million persons, 
some 60% of the population, now have some form of hos- 
pital insurance; about 82 million have protection against surgical 
costs; and about 43 million are covered to alleviate medical 
bills. 


Physicians’ Placement.—One thousand three hundred eighty- 
two inquiries from physicians seeking opportunities to practice 
were received during the 12 months from June 30, 1953, to 
July 1, 1954, as compared to 622 for the previous 12 months; 
406 requests were received from communities seeking a phy- 
sician during the period June 30, 1953, to July 1, 1954. The 
fact that there are more physicians looking for a location than 
there are communities seeking a physician indicates that the 
state placement programs are making headway in solving the 
physician-distribution problem. 

Medical Care Studies.—Fifteen surveys of indigent programs 
have been completed, with 13 articles published in THE JOURNAL; 
24 group practice clinics have been visited, with another 25 or 
30 to be visited as a part of a study of group practice organiza- 
tion, operation, and administration; five states and six cities 
have been visited in a maternal and child care study; 18 health 
centers have been visited in a study of management-union 
sponsored health center plans. 

Most gratifying from the Council's standpoint during the past 
year has been the specific help it has been able to render indi- 
vidual physicians through conferences and correspondence. The 
newest development in the Council's work has been the staff 
service offered to state and local medical societies in the process 
of revamping medical service programs on which the Council 
has made extensive studies and has a basic knowledge of what 
has been successful in other areas. In this connection staff mem- 
bers have, on invitation, made personal visits to county and 
state medical societies and have helped these societies with 
specific medical service problems and programs. 


The following review, under the various committee titles, 
indicates the wide variety of opinion and the wide geographic 
area from which the Council draws in meeting medical service 
problems. 


Extension of Hospitals and Other Facilities 
The Committee on Extension of Hospitals and Other Facilities 
consists of Drs. Ralph A. Johnson, chairman, Detroit; Cleon 
A. Nafe, Indianapolis; Willard A. Wright, Williston, N. D.; Wal- 
ter E. Vest, Huntington, W. Va.; E. Dwight Barnett, New York; 
John W. Cline, San Francisco; and Elmer Hess, Erie, Pa. 


HosPITALS AND THE PRACTICE OF MEDICINE 


The controversy concerned with the relationships between hos- 
pitals and physicians has apparently leveled off, but it still exists 
openly in some areas. At the San Francisco Meeting both the 
President and the President-Elect gave some attention to this sub- 
ject, and the House of Delegates referred the basic issue, that 
is, the status of American Medical Association policy, to the 
Board of Trustees. Until and unless the House or the Board 
of Trustees requests further activities in regard to the problems 
concerned with physician-hospital relationships, the Committee 
will confine itself to collecting data and information and to 
replying to individual requests on the subject. In replying to these 
requests, it will continue to use both the December, 1951, and 
the June, 1953, reports as adopted by the House. 
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PHYSICIANS’ PLACEMENT SERVICE 


As a result of increased publicity, all phases of the placement 
service program have continued to expand. However, the extent 
of this publicity has been limited, because the resulting requests 
for service might well require a revision of the present scope 
of the placement service as authorized by the House of Dele- 
gates. The Council is still of the opinion that the bulk of the 
service should continue to be carried on at the state level and 
that the American Medical Association should seek to limit its 
placement service to coordination and to acting as a central 
clearing agency. 

Regional Conferences.—The regional conferences held last 
year in Memphis, Tenn., and Asheville, N. C., and talks given 
before the North Central Medical Conference and the Council 
of New England State Medical Societies have brought tangible 
results. First, placement services have been created in four 
states—Alabama, Florida, Massdchusetts, and Tennessee—and 
four existing programs—Georgia, Kentucky, New Hampshire, 
and Pennsylvania—have been reorganized constructively. Sec- 
ondly, a number of states have recognized the need for and the 
possibilities of applying the community rating schedule to 
communities requesting aid in obtaining a physician. This com- 
munity rating schedule was approved by the House of Delegates 
and has been made available to state medical associations. The 
Council is especially pleased that the Texas Medical Association 
has adopted this rating schedule for a survey in several of the 
state’s medical districts. Surveys in other districts will follow 
until the entire state has been covered. The Council is looking 
forward with interest to the over-all results of these tests, be- 
cause it is convinced that until requests from communities for 
physicians can be evaluated the Committee will have no real 
measure of “actual need for physicians’ services” within and 
among the various states. Thirdly, many state placement services 
have improved their method and frequency of reporting open- 
ings to the Council office. The Committee is convinced that no 
one can “sell” a community to a physician by merely listing its 
location. It was this idea that led to the publication of “A Doctor 
for Your Community” and to the Committee’s revision of its 
listing and data forms. These efforts are paying dividends, since 
an increasing number of states have added detailed information 
to their listings during the past year. A fourth result of the 
regional conferences is an improvement in the relationship be- 
tween the American Medical Association and the state place- 
ment services. When the Council reorganized the service several 
years ago, some state representatives questioned the necessity 
for having an American Medical Association placement service. 
Now, however, it seems that the regional conferences, plus the 
field visits during the past three summers, have brought about 
a spirit of cooperation which was not previously apparent. 

“A Doctor for Your Community.”—Since the publication of 
this booklet last August, almost 20,000 copies have been sent 
to communities, to state and county medical societies, to medical 
schools, and to others interested in physicians’ placement. In 
addition, a number of medical journals, bulletins, and even 
national publications have made reference to the brochure. 
Newspapers in all parts of the country have also carried articles 
on the booklet. The Council on Rural Health has been most 
cooperative in assisting in the distribution of this brochure to 
farm groups and rural organizations. 


Articles in THE JOURNAL.—Seven articles on physicians’ place- 
ment activities have appeared in THE JOURNAL since September, 
1953, under the following titles: “Rating Communities,” “Sum- 
mary and Conclusions of the Second Regional Conference,” 
“Placement of Physicians in Illinois,” “Placement of Physicians 
in Texas,” “Placement of Physicians in Mississippi,” “Placement 
of Physicians in Michigan,” and “Placement of Physicians in 
Montana,” as well as an editorial entitled, “State Physicians 
Placement Activities.” The Committee will continue to work 
with the staff in the preparation of material for THE JouRNAL, 
the articles being based primarily on the field work undertaken 
each summer. 


Field Studies —During the summer, the Committee continued 
its field work relative to physician placement. Having already 
visited a representative sample of the state placement programs, 
the staff this summer concentrated on community effort to 
attract physicians. Fifteen communities in Michigan, Washing- 
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ton, Kansas, Tennessee, South Dakota, and New Jersey, which 
have built some sort of facilities for a physician, were visiteg 
and the entire story assembled relative to community organiza. 
tion for each project, including methods for financing the facility, 
efforts to obtain a physician, and even a floor plan drawing of 
the facility. This type of information in booklet form should 
prove to be as useful as “A Doctor for Your Community.” 

Placement Operation——The most encouraging development 
during the past year is the increase in the number of physicians 
seeking a location outside the large metropolitan areas. If this 
trend continues, inequalities of physician distribution in areas 
within the states and between the states themselves will be sub. 
stantially reduced. The number of inquiries from physicians 
seeking opportunities to practice has more than doubled in the 
past year: 1,382 inquiries from June 30, 1953, to July 1, 1954, 
compared with 622 inquiries during the previous 12 months. In 
addition, almost five times as many physicians visited the 
American Medical Association placement office for information 
on possible locations: 327 from June 30, 1953, to July 1, 1954. 
compared to 68 the previous 12 months. The 1,382 requests 
received from July, 1953, to July, 1954, have been broken down 
as follows: 


General practitioners ....... 510 Pathology ....... ' 14 
Internal medicine . ........ 176 re Fn 14 
Surgery (general and thoracic) 152 ee 13 
Obstetrics and gynecology... 82 Otolaryngology ............,. 15 
DE Gate pices eaten wee 78 Otorhinolaryngology ........ 8 
ee Lees Pro 34 Anesthesiology ............. 11 
Orthopedics ....... ‘ we 27 Other (allergy, neurosurgery, 
Ophthalmology ............ 32 chest, research) .. 17 
Radiology ........ heer te 19 Not designated .... 180 
CC eee pan 1,382 


While the number of requests from communities, clinics, and 
others seeking physicians has also increased, the rate of increase 
is considerably less than that of physicians seeking locations. The 
increase was from 329 to 406 the following year. This seems to 
indicate some headway in solving the physician distribution 
problem. If there continue to be more physicians interested in 
new locations than there are communities interested in physi- 
cians, much more will have been accomplished than was an- 
ticipated several years ago. Every effort is being made to treat 
each request individually to provide the best possible service. 
The maintenance of proper physician records and records of 
openings requires a great amount of routine work within the 
office. For example, during the first quarter of 1954, over 600 
letters were written to physicians. During July and August, more 
than 500 listings were mailed to physicians; about 1,500 copies 
of the original questionnaires returned to the Council office by 
physicians seeking a location were forwarded to the offices of 
the states in which interest for a practice was evidenced. 


Group PRACTICE 

In its last annual report the Council referred briefly to a 
group practice study undertaken “to develop practical infor- 
mation for the benefit of physicians desiring to start a group 
practice as well as for those already in a group practice who 
wish to alter or improve their existing arrangements.” This study 
is under way with the cooperation of the American Association 
of Medical Clinics and the National Association of Clinic 
Managers. Twenty-four group practice clinics have been visited 
in 10 states: Wisconsin, Minnesota, Iowa, South Dakota, Wash- 
ington, Oregon, New York, Massachusetts, Kansas, and Texas. 
Representative clinic groups in other parts of the country are 
being selected and will be visited so that the study will represent 
as complete a cross section of the country as possible. Since the 
study is to be carried on entirely through personal visits and 
interviews, the Committee believes it will yield much information 
not otherwise available. In the meantime, in order to continue 
to serve the many requests for information, the group practice 
loan kits have been revised and now contain 45 separate items 
of information on the problems of group practice, how to plan 
and organize a group, points on partnerships and corporations, 
and financial arrangements, plus a list of consultants and book 
references on the subject. 
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FEE SCHEDULES 

During the past year there has been a marked increase in in- 
terest in medical society and the so-called average fee schedules. 
This interest gained further impetus from the remarks of Dr. 
Edward J. McCormick in his presidential address last June. In 
view of this the Committee has undertaken to compile infor- 
mation on fee schedules to be used in a loan kit available to 
physicians and medical societies. 


HiLL-BuRTON HospiTAL CONSTRUCTION ACT 


At the time of the Council’s last report on Hill-Burton hospital 
construction, covering the fiscal year 1953, 2,104 projects had 
been approved, of which 1,229 were completed and in operation. 
At the end of the fiscal year 1954 (June 30), 2,283 projects had 
been approved, of which 1,673 were in operation, 521 under 
construction, and 89 (all approved in 1954) not yet under 
construction. The total estimated cost of all projects was 
$1,829,207,079, of which the federal share amounted to about 
one-third. The projects add 109,207 hospital beds and 404 health 
centers to the nation’s facilities. 

During 1954 there was a definite decrease in the number of 
projects authorized and the number of beds to be added. In 
previous fiscal years the number of projects ran from a low of 
250 in 1952 to a high of 537 in 1950, while only 151 were 
authorized in 1954. The lowest number of beds added by pre- 
vious projects was 11,222 in 1953, and the highest was 27,337 
in 1950, while 1954 projects will add only 6,328. Beds and 
projects, in other words, have been almost halved in the past 
year from previous lows. However, 50 health centers were 
approved, which is in line with those authorized previously, 
except during 1950 when 85 were approved. Projects approved 
under the original act, however, appear to continue to serve the 
need for which it was designed, since almost three-fourths are 
for general hospitals, over half are for completely new facilities, 
and 59% are located in communities of less than 5,000. The 
decrease in authorized projects is probably due to the amend- 
ment to the Hill-Burton Act, providing for construction of 
“Diagnostic or Treatment Centers, Chronic Disease Hospitals, 
Rehabilitation Facilities, and Nursing Homes,” which was ap- 
proved during the fiscal year. Since these new categories may 
overlap some of the previous classifications and since new sur- 
veys will be required to determine needs and priorities, the 
decrease in construction approval may indicate a reassessment 
of needs rather than a slackening in interest. 

In general the added grants will be provided on the same basis 
as those authorized by the original bill, with states determining 
priority of need. However, there is one major change in policy. 
The original bill granted funds in lump sums to be distributed 
for various types of hospital construction as the state deter- 
mined. The amendment allots annually, through the 1957 fiscal 
year, a total of 20 million dollars each for diagnostic and treat- 
ment centers and chronic disease hospitals and a total of 10 
million dollars each for rehabilitation facilities and nursing 
homes, in addition to the annual appropriations under the 
original bill. Thus, to obtain the full benefit of federal aid, a 
state must initiate construction of all four specific types of 
facility rather than concentrating funds on such types as may 
be most needed in that particular area. Since the need for 
projects authorized by this amendment is yet to be surveyed, no 
analysis can be made of the efficacy of this part of the act. It 
does, however, limit the states’ selection of types of projects, 
requiring the construction of facilities for specific purposes in 
order for states to use fully their allocations. 


Indigent Care 

The Committee on Indigent Care consists of Drs. H. B. 
Mulholland, chairman, Charlottesville, Va.; E. A. Ockuly, 
Toledo, Ohio; Dean W. Roberts, Baltimore; A. J. Bowles, 
Seattle; E. P. Coleman, Canton, Ill.; John L. Lattimore, Topeka, 
Kan.; I. Jay Brightman, Albany, N. Y.; and Mr. R. M. Hilliard, 
a consultant, Chicago. Dr. Brightman is a new member of the 
Committee. Mr. Hilliard is the Committee’s first consultant and, 
as a resident of Chicago and director of the Cook County 
Department of Public Welfare, will be particularly helpful to 
the staff in its work. 
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GUIDES FOR EVALUATING INDIGENT MEDICAL CARE PLANS 

The Committee worked several years in the preparation of 
these guides, which were approved by the House of Delegates 
in December, 1953, and now has a yardstick to use in evaluating 
its work. For the most part the guides have been accepted even 
by the public health and public welfare groups. The only two 
items that seem to cause considerable discussion are those pro- 
viding for “reasonable payment to physicians on a basis agreed 
to by the medical society,” and “free choice of physician in 
home and office care” wherever feasible. 


NATIONAL STUDY GRouUP 

The Committee has given serious attention to the possibility 
of joining with the American Hospital Association, American 
Dental Association, American Public Health Association, and 
American Public Welfare Association to present a unified front 
in its efforts to improve indigent medical care plans at the com- 
munity level and the financing of such programs at the state 
level. Each of these national organizations has its own set of 
guides or principles relating to its specific interest in indigent 
care. With the approval of general policy guides by the House 
of Delegates last December, the Committee has now developed 
such national liaison. On March 17, a joint conference was 
arranged and attended by representatives of all five national 
organizations. The interest in this joint endeavor is evident in 
the fact that everyone invited to attend came at his own expense. 
Because this was a first effort at cooperation among groups with 
quite diversified interests and policies, the discussion was limited 
to the following subjects: 

1. A brief summary by a representative of each organization of its 
particular interest and activity relating to indigent medical care. 


2. Areas in which the groups might work together and methods of 
putting such areas of agreement into practice locally. 


3. Recommendations as to future liaison. 


There is every indication that, with some leadership by the 
medical profession, these five groups can find a common ground 
for directing attention away from federal emphasis and back to 
emphasis on solutions at state and community levels where it 
logically belongs. In fact, it may be that something can be 
accomplished in this field equal to the effort that has been 
produced by similar cooperation in the field of chronic disease. 
It was the consensus of the conference participants that a formal 
study group should be created that would be similar to the joint 
committee that preceded the Commission on Chronic IIlness, 
and that the American Medical Association should take the 
initiative in such a development. With this in mind, several 
conferences of staff members have been held to develop the 
idea. 

FIELD STUDIES 


The Committee has continued with its field studies, concen- 
trating on state plans and particularly on financing methods. 
Added to the list of 15 already completed are visits to Indiana, 
Illinois, Washington, Maryland, Missouri, and North Carolina. 
These field studies continue to be most valuable and are result- 
ing in original material that is available from no other source. 
The Council has compiled 10 of the studies originally appearing 
in THE JOURNAL, together with the guides, in a 98 page booklet. 
Since it is the only source of this type, a great many requests 
for the booklet have been received from medical, public health, 
and public welfare groups. Three additional articles have also 
been published in THE JOURNAL, based on studies in Vander- 
burgh County, Indiana, in New York State, and in Pennsylvania. 


CARE OF THE AGING 


During the past year the Committee has been concerned with 
the preparation of an annotated bibliography on medical serv- 
ices relating to the aging. This contains references to books, 
pamphlets, and magazine articles available to physicians on a 
loan basis from the Council office. The material has been classi- 
fied according to the various aspects of the aging problem: 
medical, social, economic, recreation, housing, and general. 
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CONSULTANT SERVICE AND PROMOTION 

It has been evident from the congressional hearings carried 
on in Washington since the beginning of the year that serious 
consideration is being given to the necessity of improving and 
extending plans for medical care to the indigent and, more 
particularly, the medically indigent, up to and including what 
might be called the borderline income group. Through the work 
of the Committee on Indigent Care, the Council believes it has 
anticipated the emphasis now being placed on this subject but 
is also aware that still more can be done. Continuation of field 
studies is necessary. Similarly, a joint or cooperative effort on 
the part of the five organizations mentioned previously will give 
impetus to local organization and reorganization of publicly 
financed programs, as well as increased local and state financing 
of such programs. The Committee has already made available 
to state and county societies the services of those on the Council 
staff who have worked on this problem and will undertake to 
expand this phase of its program. It would seem, however, that 
even at this time the Council might go one step further and 
request the House of Delegates to make a special plea to the 
component medical societies to familiarize themselves with the 
situation in their own immediate areas and cooperate with other 
organizations in assuring that the indigent and medically indigent 
have medical, hospital, and other related services and facilities 
available to them. Just as the House has stimulated the creation 
of emergency call plans, grievance committees, community 
health councils, and physician placement services, it might now 
call special attention to the desirability of developing plans for 
the care of the indigent and medically indigent. 


Maternal and Child Care 

The Committee on Maternal and Child Care consists of Drs. 
W. L. Crawford, chairman, Rockford, Ill.; H. B. Mulholland, 
Charlottesville, Va.; Philip S. Barba, Philadelphia; Harold S. 
Morgan, Lincoln, Neb.; J. L. Reichert, Chicago; Garland D, 
Murphy, El Dorado, Ark.; Howard A. Nelson, Greenwood, 
Miss.; and Donald A. Dukelow, a consultant, Chicago. Drs. 
Reichert and Nelson are new members appointed since the 
Council’s last report. 


GUIDES FOR MATERNAL AND CHILD CARE PROGRAMS 

During the past year this Committee has been primarily con- 
cerned with the development of a program that will enable it 
to be of assistance to medical societies and official and voluntary 
health organizations in improving maternal and child care. The 
Committee is thoroughly aware of the ramifications of such a 
project and realizes that it will need to direct its efforts into 
those specific channels that will be most productive in collecting 
information and in assisting others interested in this problem. 

The staffs of the American Academy of Pediatrics, the 
American Academy of Obstetrics and Gynecology, and the 
American Committee on Maternal Welfare have had several 
meetings to review what has been done in this field and the extent 
of the information and data presently available. These meetings 
have also served to lay the groundwork for future cooperation 
among the various national organizations concerned with ma- 
ternal and child care. A study schedule has been developed to 
be used in field studies in order to obtain a maximum of worth- 
while information. In preparing this schedule, the Committee 
assumed that it would be necessary to gather detailed informa- 
tion to learn what is actually being done on state and local 
levels. With this detailed information available, the Committee 
will determine what is most important and what phases need 
greater concentration of effort. The application of this study 
schedule in specific areas was begun this summer. The areas 
selected and visited to date include Connecticut, Indiana, 
Nebraska, and Michigan, with Hartford, Indianapolis, Omaha, 
Lincoln, and Grand Rapids serving as local sources of data. 
Field trips, ranging from a week to 10 days, were made to each 
of these areas so as to visit with the medical society officers 
and representatives of hospitals, public health, public welfare, 
and other agencies concerned with maternal and child care. 
Reports were prepared on each of the field visits and were dis- 
cussed in detail at meetings of the Committee held in Dallas, 
March 6 and 7, and Washington, D. C., June 5 and 6. 
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Additional field studies will be made with the areas selected 
on the basis of the following criteria: 

1. Their relatively good standing statistically as concerns maternal and 
infant care; 

2. Their geographic location; and 


3. Their comparative improvement in statistics as measured by reduc. 
tion in infant and maternal deaths. 


The Committee hopes that on the basis of these studies, and 
with the cooperation of other national groups concerned with 
this subject, it will be able to determine the components of good 
community and state-wide programs now in operation. Using 
the theory of the “good example,” it is believed the results of 
the studies will serve to bring about progress in other areas. 
Certainly a variety of procedures for improving maternal! and 
child health and a variety of methods for applying these pro. 
cedures can be made available to individual physicians, medical 
societies, and others working in this field. 

The first of these steps to stimulate programs is the prepara- 
tion of a series of articles for publication in THE JOURNAL. The 
series will begin with general descriptions of various state pro- 
grams to be followed by articles dealing with specific problems 
and how they are met in the state and community studies. Sub- 
jects under consideration include “Medical Society Maternal 
Mortality Study Committees,” “Neonatal Mortality Study Com- 
mittees,” “Rheumatic Fever Control,” “Crippled Children’s 
Services,” “Child Guidance Clinics,” “Well-Child Conferences,” 
“Maternal and Infant Mortality Statistics in Relation to Or- 
ganized Community Health Services,” “Prenatal Care,” and 
“Prematurity: What Is Being Done?” The second step is a com- 
pilation of some of the above articles, or condensations there- 
from, with additions and recommendations, into a brochure for 
use by county or state medical society committees on or relating 
to maternal and child health. Thirdly, the Committee plans a 
series of field conferences in states where statistics point to a 
glaring need for improvement. The problems of these states and 
communities will be studied firsthand; officials of the state 
medical societies, health departments, voluntary health agencies, 
and other interested groups will be invited to talk over their 
difficulties and to discuss ways and means of instituting programs 
for improvement, 

Fourthly, in developing leadership in this field, the Committee 
is coordinating its work with the activities of such organizations 
as the American Academy of Pediatrics, the American Academy 
of Obstetrics and Gynecology, the American Committee on 
Maternal Welfare, the American Academy of General Practice, 
and the Association of State and Territorial Health Officers. 
These organizations have been working in the general field of 
maternal and child care. Their efforts, together with the efforts 
of the Committee in developing guides and methods of com- 
parison relative to actual state and local programs and facilities, 
should make a practical contribution toward improving the 
health care of mothers, infants, and children. 


MEDICAL CARE FOR MILITARY DEPENDENTS 

The members of the House of Delegates are all aware of the 
study made in Los Angeles last year relative to medical care for 
dependents of servicemen. These studies, instigated by the Com- 
mittee, financed in part by the Council, and carried on by the 
Welfare Council of Metropolitan Los Angeles under the Com- 
mittee’s supervision, have been completed and published. Sum- 
maries were published, either in part or in full, in THE JouRNAL, 
June 7, 1952; June 20, 1953; and Sept. 5, 1953. As a follow-up 
to these studies, the Committee made a number of specific 
recommendations to the Los Angeles County Medical Associ- 
ation and to the Welfare Council. In the Council’s annual report, 
it was requested “that the House of Delegates urge the Los 
Angeles County Medical Association to make every effort to 
implement the recommendations that were made by the Com- 
mittee.” It was also “urged that the House of Delegates com- 
mend these recommendations to all covnty medical societies so 
they may be used as guides whenever the need arises to take 
action regarding medical and hospital care for dependents of 
servicemen.” The House of Delegates adopted the following 
statement relative to these two recommendations: “In regard to 
the request that the Los Angeles County Medical Association 
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carry out the requests of the Council in the matter of a pilot 
judy in maternal and child care and that the conclusions of this 
study be recommended to all county medical societies, your 
reference committee has taken no action, inasmuch as it under- 
sands the study is at present stalled for lack of funds.” 


The Council and its Committee on Maternal and Child Care 
believe there must have been some misunderstanding. In the 
frst place, the Committee’s studies in Los Angeles were com- 
pleted and published and are not “stalled for lack of funds.” 
Secondly, specific recommendations had been made that, if 
followed, would have demonstrated that servicemen’s dependents 
can be cared for in most local areas without a federal program. 
Thirdly, these recommendations were and are applicable to 
many other areas and could well have been commended to 
other medical societies for study. Fourthly, and finally, the 
recommendations were referred to a Committee on the Care of 
Military Dependents of the Los Angeles County Medical Asso- 
ciation, which, in turn, has made specific recommendations to 
the county society. 


















Medical Care for Industrial Workers 

The membership of the joint Committee on Medical Cerre for 
Industrial Workers of the Councils on Industrial Health and 
Medical Service has remained the same this year and consists 
of Drs. W. A. Sawyer, chairman, Rochester, N. Y.; Warren F. 
Draper, Washington, D. C.; Robert B. Homan, El Paso, Texas; 
Clark Bailey, Harlan, Ky.; Frederick W. Slobe, Chicago; Edwin 
P, Jordan, Charlottesville, Va.; Raymond F. Frech, Newton, 
lowa; Leo Price, New York; and consultants Fritjof Arestad, 
Johnstown, Pa., and Donald A. Dukelow and Carl M. Peterson 
of Association headquarters. 












MANAGEMENT-SPONSORED AND UNION-SPONSORED 
HEALTH CENTERS 


The Committee booklet containing short descriptions of the 
organization and operation of 12 union health centers, both 
(.1.O. and A. F. of L., has been exceedingly well received. 
At the time of publication it was practically the only source of 
comparative data of this type. Since then, however, the U. S. 
Department of Health, Education, and Welfare has published a 
booklet entitled “Management and Union Health and Medical 
Programs.” 


Since the Committee booklet was published, five additional 
studies have been completed: 


Health and Welfare Fund (1.L.G.W.U.) of Boston. 

Union Health Center (1.L.G.W.U.) of Newark, N. J. 

Tri District Health Center (1.L.G.W.U.) of Wilkes-Barre, Pa. 
Allentown Union Health Center (1.L.G.W.U.) of Allentown, Pa. 
LL.G.W.U. Health Center, Mobile Unit, Harrisburg, Pa. 



















Since new union health centers are being created and put 
into operation, this field work will continue. The staff is also 
visiting a representative group of such centers sponsored by 
management, 

No effort was made by the Committee, in its study, to evaluate 
the health centers. However, as previously reported to the House, 
‘the Committee believes that some expression in this regard is 
necessary and plans to undertake such a project.” As a step in 
ihis direction, the Committee sponsored a conference in Louis- 
ville, Ky., in February, to which it invited representatives of 
the union-sponsored plans, management-sponsored plans, and 
the medical societies within whose jurisdiction these plans 
operate. Since that meeting, the Committee has developed tenta- 
lve criteria for evaluating union-sponsored and management- 
sponsored health plans. The plans referred to here provide 
medical and/or hospital services for nonoccupational illnesses. 
Most of them maintain their own clinic facilities and employ 
physicians On either a part-time or a full-time basis, as opposed 
0 providing benefits through an insurance or prepayment 
mechanism. It is not the Committee’s intention that such criteria 
be used as standards for approval or disapproval. It has in mind 
the establishment of basic principles, concerning the operation 
of such clinics and the relationship of physicians to this operation, 
which might be suggested to medical societies as a starting point 
for evaluating plans in operation or proposed in their areas. 
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UNITED MINE WORKERS 


The House of Delegates will recall that this Committee of the 
Council has undertaken considerable work relative to improving 
medical care in the bituminous coal mine areas. These efforts 
have been coordinated with the activities of the area medical 
offices of the U. M. W. A. Welfare and Retirement Program, of 
which Dr. Warren F. Draper is executive medical officer. 
Among the tasks which the Committee has accepted is that of 
working with the area medical directors and the state liaison 
committees in ironing out local difficulties when it seems the 
Committee’s services would help the situation. The Committee’s 
activities have been confined to hearing from both groups and 
trying to effect a genuine liaison between them. The Committee 
has no authority to make any decisions and does not try to do 
so, but the Council believes that this opportunity to sit down 
and discuss matters across the table with a third party has 
proved helpful. 

That this liaison effort is yielding results is shown by the 
following remarks of Dr. Draper when he was asked in a radio 
interview, “How does the American Medical Association react 
to your program?” 

“The American Medical Association, through its national and con- 
stituent bodies, and liaison committees created for the purpose, has pro- 
vided invaluable assistance. I know of no other agency that would be in 
a position to appoint a survey team of competent neutral observers to 
go into some of the coal mining areas, explain their purpose to the 
presidents and other officials of the state and local medical societies, 
and in company with them visit the problem areas and obtain firsthand 
knowledge of the conditions of medical practice and the steps and 
measures necessary to bring about improvements. I know of no other 
agency that would then arrange a conference in the heart of a coal mining 
area, comprised of representatives of the state and local medical societies 
concerned, the medical administrators of the U. M. W. A. Welfare and 
Retirement Fund, the State Commissioners of Health, and Deans of the 
State University Medical Colleges, for joint consideration of these prob- 
lems and the working out of a course of action upon which all could 
agree, to be put into effect at each appropriate level.” 


A third conference on Medical Care in the Bituminous Coal 
Mine Areas is scheduled for Huntington, W. Va., in October. 


Federal Medical Services 

The membership of the Committee on Federal Medical 
Services is composed of Drs. Louis M. Orr, chairman, Orlando, 
Fla.; J. D. McCarthy, Omaha, Neb.; Vincent W. Archer, Char- 
lottesville, Va.; Russell B. Roth, Erie, Pa.; C. B. Puestow, 
Chicago; Richard L. Meiling, Columbus, Ohio; Harvey B. Stone, 
Baltimore; and consultants Frank E. Wilson, Washington Office, 
and Dr. E. H. Leveroos and Mr. C. Joseph Stetler of Associ- 
ation headquarters. At the San Francisco session of the House 
of Delegates in June of this year the Council presented a pro- 
gress report on veterans’ medical care. Since this report outlined 
the Committee’s activities through the first five months of 1954, 
no additional report will be made at this time except to inform 
the House that the Committee has begun the publication of a 
regular newsletter that is being sent to state medical association 
offices and to committees concerned with veterans’ medical care. 


Prepayment Medical and Hospital Service 

The membership of the Committee on Prepayment Medical 
and Hospital Service is composed of Drs. Percy E. Hopkins, 
chairman, Chicago; Thomas J. Danaher, Torrington, Conn.; 
Charles L. Farrell, Pawtucket, R. I.; O. B. Owens, Alexandria, 
La.; Carl F. Vohs, St. Louis; and Carlton E. Wertz, Buffalo, 
Council member. Dr. Harold E. Nichols, Seattle, passed away 
this spring. The Council and the Committee wish to take this 
opportunity to express again their feeling of loss since his death. 


ENROLLMENT GROWTH 


While the final enrollment figures for all types of voluntary 
health insurance are not yet available for 1953 year-end, the 
estimates show encouraging and continued gains. The enroll- 
ment of those plans recognized by or identified with constituent 
associations and component societies or affiliated with local 
hospital expense benefit plans reached an impressive total of 
31,384,133. This was a gain of 3,697,558 for the 1953 calendar 
year. The aforementioned figures, when added to the estimated 
more than 50 million persons protected by insurance companies, 
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independent, and other plans, make a total of about 82,000,000 
Americans who carry some form of surgical expense benefit 
insurance. 

The estimated total number of persons insured against hospital, 
surgical, and medical expense by some form of coverage as well 
as the increase over 1952 for each type of benefit is shown by 
the following table. 


Year 
Type of Benefit 1953 1952 Increase 
RS 99,000,000 91,667,000 7,333,000 
RS 82,000,000 73,161,000 8,839,000 
PE io cedeescmnes 43,000,000 35,797,000 7,203,000 


Masor HospiItaAL AND MEDICAL EXPENSE INSURANCE 

In the relatively new form of voluntary health insurance, 
major hospital and medical expense, sometimes referred to as 
catastrophic coverage, 1953 also recorded an encouraging gain 
in the number of persons protected. By the end of 1952 about 
689,000 Americans had this type of insurance. This number has 
now increased to an estimated 1,250,000. According to insurance 
authorities, continued growth of this type of protection depends 
on the attitudes of insured persons as well as the attitudes of 
those in the health professions. This is true because of the fact 
that benefits are not normally geared to schedules of benefits as 
is the case with most of the traditional programs. The lack of 
benefit schedules coupled with rather generous maximum policy 
limits makes this type of insurance vulnerable to abuse in several 
ways. Most of these policies provide payment for “usual charges” 
for professional services ur state they will allow reimbursement 
in amounts deemed “reasonable in the area in which the sérvice 
is rendered.” This type of insurance has less tendency to disturb 
the traditional financial relationships between patients and physi- 
cians. Moreover, it takes into consideration differing amounts 
of payments that might accrue in event of treatment by specialists 
as well as differences by virtue of complicated cases requiring 
more than usual treatment or unusual skill. 

The privileges granted to the profession by this type of cover- 
age carry with them certain responsibilities on the part of medi- 
cine, if this form of protection is going to prosper and bring 
needed benefits to the insurance-buying public. Fror: the stand- 
point of the medical profession, any temptation to increase nor- 
mal fees for professional services should be resisted. Insurance 
does not constitute an inexhaustible source of money. Rather, 
insurance funds are derived primarily from the premiums paid 
by the insured persons. The insuring organization is merely the 
administrative agency of the policyholders. 

Two elements are primarily responsible for determining 
premiums. One is the frequency (incidence) of occurrence of 
the contingency insured against. The other is the amount of the 
benefit. It follows then that normal premiums in this field are 
predicated in a large measure on normal amounts of benefits. 
If either claim frequency or claim cost increases, the net result 
is an increased premium. If both elements increase, it only 
hastens a higher premium to the insured. A higher premium is 
always apt to force some buyers out of the market, and for 
these people financing health care becomes an even greater 
problem. It should be remembered that insurance does not create 
any new wealth. It merely assists in conservation. Insurance may 
conserve the ability of an insured person to fulfill his normal 
financial obligations. It does not enhance his ability to discharge 
added responsibilities if they are in the form of increased fees. 
To use insurance as an excuse to revise professional fees up- 
ward is but to contribute to the defeat of its purpose. If these 
indisputable and self-evident facts are not embraced by the entire 
membership of the profession, then it will have dealt irreparable 
harm to the whole movement. Also, any such failure might give 
impetus to whatever demand now exists for forcing rigid benefit 
schedules on the profession. Some of the related activities of 
the Committee in this realm are summarized in the section of 
this report under “Insurance Abuses.” 


DISCONTINUANCE OF SEAL OF ACCEPTANCE 


Prior to the discontinuance of the Council’s Seal of Accept- 
ance program last June, the Committee on Prepayment Medical 
and Hospital Service spent a great deal of time in reviewing new 
and renewal applications submitted on behalf of several volun- 
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tary health insurance plans. A corollary activity was an effort 
to encourage some of the programs to amend their practices %0 
as to conform with the standards. In discontinuing the acceptance 
program, the House of Delegates made it clear that the standards 
would be maintained as guides. This is borne out by the follow. 
ing excerpt from the reference committee report that Was 
adopted by the House: 
In this report the Council on Medical Service states the difficulty en. 
countered in conducting the Seal of Acceptance program and recommen 
discontinuance of the Seal of Acceptance for voluntary health insurance 
plans. It further states the standards and principles will be maintained 4 
guides and recommendations for all groups operating or establishino 
plans : 


The June report of the Council further mentioned that the 
standards may be revised from time to time. Since in the pre. 
amble to the present standards, in some of the standards, ang 
in the implementations adopted in 1951 by the House of Dele. 
gates references are made to the Seal of Acceptance, the Com. 
mittee has been charged with the task of suggesting modifica. 
tions. The Committee is currently working on such changes as 
will delete references to any Seal of Acceptance, as well as other 
modifications that may seem desirable or necessary. In addition 
to formulating suggested changes in the standards, the Commit. 
tee has sponsored studies in some of the problem areas in volup. 
tary health insurance. This was accomplished with the assistance 
of a medical student who was available during the summer 
months. In these studies, particular emphasis was placed on two 
specific problems mentioned in a resolution introduced by Dr, 
W. W. Baum, Oregon, and adopted by the House during the 
1953 Clinical Meeting. These were: 

(a) Those individuals who suffer catastrophic or long-continued and highly 


expensive illness and whose financial resources are not adequate to meet 
the cost thereof, and 


(b) Those citizens who have retired and are living on small incomes 
and who are not eligible under presently existing public or private 
OE. « « < 


The findings with respect to the Baum resolution will be 
included in a supplementary report. Reports of other special 
studies will be submitted to THE JOURNAL and reprints made 
available to those interested. 


INSURANCE ABUSES 


The amount of time previously taken in processing Seal of 
Acceptance matters may be devoted, in large measure, to the 
consideration of problems and abuses that may arise in certain 
phases of insurance administration. While this Committee was 
created primarily to deal in the realm of voluntary health 
insurance, it has come to the attention of the Council that suc- 
cessful administration of other forms of insurance depends on 
medical evidence and opinion. In addition to the medical exami- 
nations incident to the proper evaluation of life insurance risks 
and medical certification necessary to processing hospital, sur- 
gical, and medical expense benefit insurance, two other forms of 
insurance rely on medical opinion. One form is disability, or 
loss of time insurance, and the other is personal injury insurance 
written in connection with various forms of liability protection. 
Continued interest in simplification of insurance claim forms is 
outlined in the following section of this report. 


The most recent problem engaging the interest of the Com- 
mittee is the extent to which some physicians permit themselves 
to be used as accessories in personal injury insurance claims of 
questionable merit. At the behest of others, a few physicians 
have apparently attested to claim forms prepared either by 
scheming claimants or else prepared by those who represent 4 
claimant’s alleged interest. These claims may relate either to 
nonexistent accidents and injuries or to gross exaggerations of 
minor situations. Any activity of claimants or their nonmedical 
representatives having fraudulent tendencies is of primary in- 
terest to others. However, any such activity that involves 4 
physician is of interest and concern to the profession. Whether 
these infrequent activities are due to naiveté, lack of under- 
standing of insurance, or culpability is not always readily dis- 
cernible. Investigation of the relevant facts is time-consuming, 
and there is then the determination of getting the cases into 
the proper channels for appropriate consideration. 
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To some extent agencies created at the suggestion of and of 
primary interest to other committees of the Council are used. 
The Council is of the opinion that this Committee should con- 
nue its activities in this field since these efforts will facilitate 
the use of such other committees and agencies. Since no other 
agency of the American Medical Association is charged spe- 
cifically with this responsibility, and unless the House indicates 
otherwise, the Council will assume this to be among the proper 
functions of the Council to be discharged through this Com- 
mittee. 

SIMPLIFIED INSURANCE CLAIM FORMS 

The problem of further simplification of insurance claim 
forms that request medical information is receiving continued 
consideration. A special committee of the Health Insurance 
Council has devoted a great deal of time and effort in this regard. 
There are two principal factors that require a great deal of 
time in accomplishing the desired goals. One is the diversity 
of types of insurance that require medical information or cer- 
tification in the administration of claims. The other is the large 
number of insurance organizations. It is understood that the 
special Committee of the Health Insurance Council has con- 
tacted over 400 insurance companies for the purpose of deter- 
mining what the companies feel are proper minimum require- 
ments. This information has been compiled and forms are being 
designed that fulfill these requisites. In the near future it is ex- 
pected that representatives of the medical profession will be 
contacted in an effort to determine their reactions to the progress 
to date. Subsequent to this, it is hoped that it will be a rela- 
tively short time until further simplification and perhaps some 
uniformity will be accomplished. 

In this connection, it might be well to point out one of the 
reasons the simplified claim forms developed several years ago 
did not come into more general use. It is understood that several 
constituent associations and some component societies announced 
intentions of developing their own forms, which would be used 
by their members and substituted for any other forms. Appar- 
ently many company executives felt there would be little use 
at that time in adopting the simplified forms that had been 
approved by the Council on Medical Service if they were not 
going to be accepted by some elements of the profession. With 
the continued interest manifested by the House of Delegates 
and the renewed activity within the insurance industry, it is 
reasonable to assume the current efforts will be more successful. 
Since this matter is Of utmost importance to busy practitioners, 
it is possible that further developments will be reportable by 
the time of the Miami meeting. If not, any subsequent progress 
will be submitted to the members of the profession at the earliest 
opportunity. 


Relations with Lay-Sponsored Voluntary Health Plans 

Membership of the Committee on Relations with Lay-Spon- 
sored Voluntary Health Plans includes Drs. H. Russell Brown, 
chairman, Watertown, S. D.; Lewis A. Alesen, Los Angeles; 
F. J. Elias, Duluth, Minn.; George S. Klump, Williamsport, 
Pa.; James Stevenson, Tulsa, Okla.; Robert B. Homan, Council 
member; and Mr. Charles H. Crownhart, Madison, Wis. The 
portion of the Council report dealing with activities of the 
Committee on Prepayment Medical and Hospitai Service relates 
to the continuation and modification of Standards and Principles 
to the end that they may be used as guides and recommenda- 
tions for all groups operating or establishing plans. Since the 
Standards pertain more specifically to programs sponsored or 
approved by medical organizations, the Principles were adopted 
primarily as guides for evaluating plans having their organiza- 
tional impetus from groups outside of the medical profession. 
Like the Standards, the Principles implied the possibility of 
recognition or approval of plans. With the discontinuance of 
any approval program with respect to health plans, the Com- 
mittee is now charged with the task of formulating suggested 
revisions. 

The Council has clarified the areas of principal concern for 
this Committee and the Committee on Medical Care for Indus- 
trial Workers. The Committee on Medical Care for Industrial 
Workers studies those programs that are available primarily 
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either to the employees of an industry or to the membership 
of a union. The Committee on Relations with Lay-Sponsored 
Voluntary Health Plans studies those plans of nonmedical spon- 
sorship that are available to the public at large. As yet neither 
the Council nor the Committee has formulated a specific defini- 
tion of a lay-sponsored plan. The task of definition is compli- 
cated by the rather loose application of the term “lay-sponsored” 
by several nonmedical groups. Further efforts will be made 
toward preparing a suitable definition so as to minimize mis- 
understanding. 

Formation of new programs designed to deal in health serv- 
ices has been noted in some areas. The Committee and the 
Council will continue to study these developments and in this 
manner will be better able to counsel with interested groups. 


General Distribution of Material 
During the year about 100,000 items were distributed in re- 
sponse to requests. These items covered such subjects as health 
insurance, physicians placement service, grievance (mediation) 
committees, physician-hospital relationships, county medical 
society activities, union health plans, emergency call plans, 
multiple screening, health councils, group practice, indoctrina- 
tion and orientation programs, fee schedules, foreign health 
plans, collection bureaus, and veterans’ medical care. This does 
not exhaust the list but does give some idea of the scope of 
information coming within the field of medical service. Most 
of the requests came from medical societies and individual phy- 
sicians, although with the publication by the Council of booklets 
on such subjects as indigent care and union health centers more 
inquiries are being received from other sources, including unions, 
industry, and public agencies. In the past, to answer inquiries, 
the Council has found it necessary to reproduce a large volume 
of material published by others. It will, of course, be neces- 
sary to continue to use such material from outside sources, but 
with the committee studies and the resultant publications it is 
believed that more and more of the material the Council dis- 
tributes can be based on original studies. 
Respectfully submitted, 

J. D. McCartnuy, Chairman. 

H. B. MULHOLLAND, Vice-Chairman. 

ROBERT B. HOMAN. 

Rosert L. Novy. 

Louis M. Orr. 

CARLTON E. WERTZ. 

E. J. McCormick. . ) 

WALTER B. MartTIN. 

Davip B. ALLMAN. 

GeorGE F. LULL. 

ERNEST B. Howarp. 

AUSTIN SMITH. J 

Mr. THomas A. HENDRICKS, Secretary. 


+ Ex Officio 


REPORT OF THE AMERICAN MEDICAL 
EDUCATION FOUNDATION 


To the Members of the House of Delegates of the American 
Medical Association: 


The American Medical Education Foundation has made sub- 
stantial progress toward creating a new and stable source of in- 
come for the nation’s medical schools. The Foundation has 
gained constantly in stature duiing the past year and is now 
generally accepted as a permanent source of income by medizal 
educators. This report marks the 44th month of continuous 
effort on the part of the officers, directors, and working com- 
mittees of the Foundation to meet the financial needs of medi- 
cal education. From its inception in 1951 through Aug. 31, 
1954, the program has produced $3,719,204 to aid the financially 
deficient medical schools in the United States. 

In cooperation with the American Medical Education Foun- 
dation, the National Fund for Medical Education has distributed 
$6,941,057 in the form of unrestricted grants to the 80 approved 
medical schools in the United States since the inception of this 
joint venture in 1951. The national fund’s most recent series of 
grants totaled $2,176,904; of this total, contributions from the 
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medical profession amounted to $1,101,578. Donations from 
individual members of the medical profession; national, state, 
and local medical organizations; and a small number of laymen 
have accounted for slightly more than 51% of the total funds 
received by the nation’s medical schools from grants made by 
the national fund. 


American Medical Association Grants 

The financial support of the Foundation’s program by the 
American Medical Association has unquestionably insured its 
success during these formative years. With four grants totaling 
$2,000,000, the American Medical Association deserves major 
credit for the financial success the Foundation has enjoyed. How- 
ever, it is gratifying to note that during the calendar year of 
1953 gifts from sources other than the American Medical Asso- 
ciation accounted for the larger portion of the year’s income. 

In addition to the $500,000 grant from the American Medi- 
cal Association, during the first eight months of the current year 
the Foundation has received contributions from persons and 
organizations that increased the total income to $976,439.30; 
this represents an approximate increase of 12% over the income 
recorded for the same period in 1953. The Foundation has re- 
ceived 14,500 contributions during the first eight months of the 
current year compared with 13,259 over the comparable period 
in 1953. 


Annual Tax Mailing 

In 1952 the Foundation attempted its first mass mailing to 
the entire membership of the American Medical Association, 
with the exception of members of the armed forces and those 
who reside outside the continental limits of the United States. 
The appeal consisted of a specially designed mailing that pointed 
out the advantages of making charitable contributions for the 
purpose of tax savings in personal income taxes. Results were 
excellent and warranted the continuance of the tax mailing. In 
November, 1953, the tax solicitation was repeated to the same 
audience with considerably greater results than the initial appeal. 
In 1952 the Foundation received 1,600 returns amounting to 
$60,000, and in 1953 more than 1,700 replies, totaling $75,000, 
were received from this source. Actual costs of both mailings 
were identical—$9,600. Plans for the current year include use 
of the tax mailing during the second week of November, and 
many state committees will initiate local appeals to coincide with 
this national direct mail effort. 


Exhibit 
The Foundation’s exhibit will be shown during the current 
year at 11 state and local medical society meetings and at the 
Clinical Meeting of the American Medical Association in 
Miami, Fla. 


Field Expansion 

Mr. John W. Hedback joined the Foundation staff on Sept. 
1 in the capacity of associate executive secretary. Through many 
years of hospital, public, and community relations experience, 
Mr. Hedback has gained valuable knowledge that will be of 
great assistance in the development of state and local commit- 
tees. Miss Margaret Egan, administrative assistant to the Execu- 
tive Secretary, has been assigned primarily responsibilities for the 
Foundation’s program with the Woman’s Auxiliary to the Ameri- 
can Medical Association. Miss Egan will function as field 
liaison representative in addition to her current administrative 
duties within the Foundation. 

Visits by officers, directors, and members of the Foundation 
staff will be made to 23 states during the current year. In addi- 
tion to these, which are primarily annual state meetings, closer 
personal contact will be maintained with state and local com- 
mittees as a result of the recently expanded field program of 
the Foundation. 


Promotional Activities 
During the first eight months of the current year, more than 
500,000 pieces of printed promotional material, specifically de- 
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signed for use in direct mail solicitations and at exhibits, wer 
distributed to the medical profession through the medium of 
state and local committees. 

Again the Board of Directors wishes to extend its appregj. 
ation to the Editor and staff of THE JourNat for their assistance 
in the preparation and publication of editorial material relative 
to the progress of the Foundation and for institutional advertis. 
ing space in THE JOURNAL. Commendation also must be given 
to the state and county medical society journal editors ang 
executives for their cooperation during the current year. The 
Foundation has continued use of its Bulletin at regular interyajs 
to keep medical society executives and committee members 
alerted to activities initiated at the national level. 


Annual Report 

The Foundation’s third annual report received considerable 
recognition and comment concerning its new format, designed 
specifically as a selling instrument as well as an instructive re. 
port. A business reply envelope was enclosed with each report, 
and the Foundation received more than $10,000 in additional, 
unanticipated income in returns. 

Names of contributors to the Foundation and members of the 
medical profession who contributed directly to their medical 
schools in 1953 were reported in a mimeographed supplement 
to the third annual report and distributed to state and local 
medical society officers, thus keeping them posted on their mem- 
bers’ support of medical education last year. The supplement 
recorded names of 18,176 contributors to the Foundation and 
29,132 physicians who sent gifts directly to the medical schools 
during 1953. 

Through correlating techniques used by the IBM section of 
the American Medical Association, for the first time it was pos- 
sible to ascertain and report the number of contributors and 
amounts of contributions received from both sources in each 
state. This new method of statistical reporting has given each 
state society a clearer picture of the financial support rendered 
medical education from the physician population within each 
state. 


Woman’s Auxiliary Activity 


Members of the Woman’s Auxiliary to the American Medical 
Association have worked diligently to make the Foundation one 
of their most outstanding projects. Under the able leadership 
of Mrs. Frank Gastineau of Indianapolis, national A. M. E. F. 
auxiliary chairman, state and county auxiliaries have sponsored 
numerous fund-raising activities for the Foundation. During the 
Auxiliary’s last fiscal year it raised more than $50,000 for 
A. M. E. F., and programs planned for the coming year indicate 
even greater successes. During the 1954-1955 auxiliary season, 
A. M. E., F. contributions from auxiliaries will be forwarded to 
the authorized A. M. E. F. auxiliary representative in each state, 
and acknowledgments and records will be maintained by the 
Auxiliary, thus saving the Foundation considerable time in ad- 
ministrative paper work. 

At the last national meeting of the Woman’s Auxiliary in 
San Francisco, Mrs. Leo J. Schaefer, past president, presented 
the Foundation with two checks: a treasury gift in the amount 
of $5,702, representing 10% of the 1953-1954 auxiliary budget, 
and a second check for $2,499.85 that represented money held 
in the Auxiliary treasury as the Corinne Keen Freeman Fund, 
a memorial fund in honor of the late Mrs. Freeman, a former 
Auxiliary president. 


Annual Meeting of State Chairmen 


The third annual meeting of state chairmen was held in 
Chicago on Jan. 24, 1954. Representatives from 43 states were 
present as the 1954 campaign was outlined, and all participated 
in panel discussions of mutual interest to committee members. 
The 1955 campaign will be launched at the fourth annual meet- 
ing of state chairmen, which is scheduled for Sunday, Jan. 
23, 1955, at the Sheraton Hotel in Chicago. New campaign 
techniques, direct mail solicitations, and operational problems 
of local committees will be discussed at the next meeting. 
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State committees have instituted more direct mail appeals to 
hysicians in their respective states during the current year, and 
personal visits from committee members are used as a follow- 
yp to the direct mail solicitations. 

Following: the pioneering leadership of Illinois, physicians 
from the state of Utah voted a dues increase to their state 
medical society dues, with the additional money earmarked 
for the Foundation. A substantial contribution also has been 
received this year from the Arizona Medical Association, whose 
house of delegates voted to contribute to the A. M. E. F. from 
the general fund reserve in the amount of $10.00 per active 
member of the association. The state medical associations of 
California, New York, Pennsylvania, and the District of Co- 
jumbia have included a dollar figure on annual dues statements 
10 their members, requesting them to contribute funds to the 


Foundation. 


New Sources of Income 

Recently the Foundation received a contribution in the 
amount of $100,000, which represented a treasury grant from 
the California Medical Association. Additional income also will 
be afforded the Foundation from proceeds over and above op- 
erating expenses of the Audio-Digest Foundation, a nonprofit 
organization sponsored by the California Medical Association. 
Estimated income from this new enterprise is evaluated at 
$1,000,000 annually. Close liaison is being maintained with 
Audio-Digest management, and plans are now being formulated 
to assist in the promotion of this new project and its development 
as an added source of annual income for the medical schools. 

Lawyers executing the estate of the late Dr. Arthur B. 
McGraw of Detroit have advised that the Foundation will 
receive a substantial legacy from his estate. Dr. McGraw also 
bequeathed additional gifts to several medical institutions. In 
1951, a Philippine physician who requested anonymity made the 
American Medical Education Foundation heir to his estate. The 
directors of the Foundation are hopeful that A. M. E. F. will 
receive many other bequests. 


Comments from Deans 

During the current year, the Foundation has received many 
letters from deans of the medical schools in which, they express 
their sincere appreciation for the financial assistance they have 
received as a result of contributions from the medical profes- 
sion. One dean from a southern medical college emphasized the 
fact that he has come to depend on these funds from the 
Foundation as an annual source of income to finance certain 
activities. He pointed out that considerable difficulty would 
arise if this fund-raising effort should fail. 

Other congratulatory comments also have been received from 
university presidents and leaders in business and industry. These 
congratulations actually belong to the members of the House 
of Delegates, trustees and officers of the American Medical 
Association, the many working A. M. E. F. committees, and 
state and local medical society officers, who have worked’ dili- 
gently to make this program of voluntary fund-raising a part 
of the medical profession's acceptance of its responsibilities to 
medical education. Without their cooperation and the support 
of the many thousands of contributors, the funds would not 
have been available to the medical schools. 

Intensive efforts will be made during the remainder of the 
current year to maintain support of the Foundation from pre- 
vious contributors. These efforts will consist of direct mailings, 
both national and local; personal solicitations by state commit- 
lees; and broader use of the Foundation’s expanded field pro- 
gram. 


In view of recent congressional and state investigations into 
the high cost of fund-raising, the directors wish to point out at 
this time that no money from voluntary contributions received 
by the Foundation is used for administrative, operational, or 
Promotional expenses. These expenses are maintained through 
4 Special grant each year from the American Medical Associa- 
tion and have no connection whatever with the amount of funds 
raised by the Foundation. It is interesting to note, however, that 
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the Foundation has operated its program at a cost of 12% of 
the income received from all sources other than the annual 
grants of the American Medical Association. 


Appreciation 
The directors of the American Medical Education Foundation 
wish to extend their sincere appreciation to those persons and 
organizations, both lay and professional, who have consistently 
supported the Foundation since its inception. The A. M. E. F. 
committee chairmen and state and county medical society ex- 
ecutives and auxiliaries deserve the warmest recognition. The 
Board of Directors also wishes to point up the continued gener- 
osity of the American Medical Association and its House of 
Delegates, trustees, and officers for again making a half-million- 
dollar grant to the Foundation during the current year. In addi- 
tion, the special administrative and operational allocation that 
permits the Foundation to give the medical schools every dollar 
raised deserves special acknowledgment. The Board feels that, 
with the continued support of the American Medical Association 
and state and county medical societies and auxiliaries, the 
Foundation’s annual $2,000,000 goal can be achieved in the 
very near future. 
Respectfully submitted, 
Louis H. Bauer, President. 
GeorGE F. Lut, Vice President. 
EpwarpD L. Turner, Secretary-Treasurer. 
DonaLD G. ANDERSON. 
GUNNAR GUNDERSEN. 
Epwin S. HAMILTON. 
VICTOR JOHNSON. 
WALTER B. MARTIN. 
J. J. Moore. 
Harvey B. STONE. 
H. G. WEISKOTTEN. 
Mr. HiraM W. Jones, Executive Secretary. 


REPORT OF THE STUDENT AMERICAN 
MEDICAL ASSOCIATION 


During 1954, the Student American Medical Association made 
the greatest forward strides of its four year history. Not only 
did S. A. M. A. strengthen its sphere of influence at the local 
chapter level but it also met with favorable circumstances at 
the national level and became completely autonomous and self- 
supporting by the end of the year. As in years past, S. A. M. A. 
again gained stature among state and national organizations 
dedicated to service in medicine. 


Officers 


A great measure of the success of S. A. M. A. has been due 
to its choice of leadership. The past year was no exception. The 
student officers made many appearances at the national level 
and each time acquitted themselves with honor. Operating on 
a school-year basis, the Association had two sets of officers, one 
group serving through the May, 1954, convention and the second 
slated to remain in office until May 8, 1955. The first group of 
officers included: 


President: John H. Caskey, Baylor University College of Medicine, 
Texas. 

Vice President: David J. La Fond, Marquette University School of 
Medicine, Wisconsin. 

Treasurer: Daniel D. Heffernan, Wayne University College of Medicine, 
Michigan. 

Executive Secretary: Russell F. Staudacher, Chicago. 

Executive Council: 
Clifford Vernick, Tufts College of Medicine, Massachusetts. 
Donaid Harrop, University of Pennsylvania School of Medicine. 
Patricia Stuff, Woman’s Medical College of Pennsylvania. 
Clifton Mountain, Boston University School of Medicine. 
Leland Hoar, University of Oregon Medical School. 
Stephen Plank, University of California School of Medicine. 
Robert Crouch, Bowman Gray School of Medicine, North Carolina. 


The 1954-1955 leaders are as follows: 


President: John A. Oates Jr., Bowman Gray School of Medicine, 
North Carolina. 

Vice President: Daniel D. Heffernan, Wayne University College of 
Medicine, Michigan. 












< 


SFL TVET Set ews peg we: 
ee 8 sBisa,) 52% be 4 


2 Amd > 


Ss 





990 REPORTS OF OFFICERS 


Treasurer: Donald C. Overstreet, Medical College of Alabama. 
Executive Secretary: Russell F. Staudacher, Chicago. 
Executive Council: 

Hugh C. Follmer, University of Nebraska. 

Nelson M. Fox Jr., Medical College of Virginia. 

David J. La Fond, Marquette University School of Medicine, Wis- 

consin. 

John L. McVey, Boston University Medical School. 

Oliver H. Patterson, Oklahoma University Medical School. 

James G. White, University of Minnesota. 


The following Senior Councilors served throughout the year 
without vote and in an advisory capacity: 
Ernest M. Irons, M.D., Past President, American Medical Association. 
John McK. Mitchell, M.D., dean, University of Pennsylvania School 
of Medicine. 
Thomas P. Murdock, M.D., Trustee, American Medical Association. 


Delegates to the American Medical Association 
The following persons attended meetings of the House of 
Delegates of the American Medical Association as delegates 
from S. A. M. A. 
June, 1954: Hugh C. Follmer, University of Nebraska; Oliver H. 
Patterson, Oklahoma University Medical School. 


December, 1954: John A. Oates Jr., Bowman Gray School of Medi- 
cine, North Carolina; Nelson M. Fox Jr., Medical College of Virginia. 


Membership 

S. A. M. A.’s active chapters increased to 67 in 1954 with the 
acceptance of affiliation petitions from Georgetown, George 
Washington, and South Carolina. The completion of details that 
led to the association’s assumption of all obligations for the 
future is expected to have some influence on several of the 
schools not yet affiliated. The non-S. A. M. A. medical schools 
at the time of this report are: Stanford, Howard, Johns Hopkins, 
Harvard, St. Louis, Washington, Columbia, Cornell, New York 
Medical, Rochester, Tennessee, Vanderbilt, Vermont, and Dart- 
mouth. 

Individual memberships in the local chapters continued to 
grow in 1954, The emergence of a life insurance plan, as well 
as several other tangible benefits of membership, contributed to 
the increase, and it is expected that these factors will create a 
sustained interest. 


The Student Journal 

The Association’s publication continued to be the means for 
binding the local chapters as well as a vehicle of communication 
for telling the membership of the progress made at the national 
level. Advertising revenues remained about the same in 1954 
as in 1953. An operational charge voted by the Executive 
Council in April, 1954, brought the entire advertising program, 
sales, policy, promotion, etc., into S. A. M. A.’s office in an 
effort to increase the revenues. First reports indicate that this 
move will definitely strengthen the position of the Journal in 
1955. 

The editorial quality of the publication became higher as a 
result of a great many articles offered by leaders in American 
medicine who heretofore had waited for this student publication 
to prove itself a true professional organ. Several changes in the 
staff also contributed to a general upgrading of the Journal, 
which currently reaches 27,000 readers. 


Life Insurance Program 


In May, the Association announced that a life insurance 
program for S. A. M. A. members would become effective in 
October. The initial response to the offer of $5,000 term in- 
surance for a $25.00 annual premium was so great that the 
Minnesota Mutual Life Insurance Company, underwriters of the 
S. A. M. A. life insurance program, advanced the effective date 
to Aug. 1, 1954. At that time more than 8 million dollars’ worth 
of protection was on the books, with prospects that the total 
would reach 20 million dollars by Dec. 31, 1954. 

S. A. M. A. life insurance was designed specifically for the 
Association and has since been labeled one of the most progres- 
sive insurance programs ever developed. The policy provides 
low-cost insurance for as long as eight years, with a waiver of 
premium for disability and assignment for collateral. All divi- 
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dends on the term policies revert to S. A. M. A., and in the 
near future thousands of dollars will be available for the Support 
and expansion of S. A. M. A.’s activities. 


Convention 
The 1954 convention, held May 1 to 3 in Chicago, attracteg 
nearly 1,000 registrants. The convention program was expanded 
this year and drew enthusiastic approval from all who attended 
The technical exhibit was also larger in 1954, and the attendance 
resulted in a depletion of many exhibitors’ supplies the first day 
The 1955 meeting is scheduled for May 6 to 8 in Chicago, 


S. A. M. A. Becomes Self-Supporting 


The assumption of responsibilities to the end that S. A. M. A 
would some day be self-supporting has been carried on through. 
out the past three years. The final goal came into sight in April, 
when the Association vacated its quarters in the American 
Medical Association headquarters building and took up residence 
in larger offices at 510 N. Dearborn St. On the heels of this 
move, the Executive Council voted late in April to consolidate 
all S. A. M. A. activities in the new offices. Accordingly, the 
advertising, accounting, legal, and other operations heretofore 
performed by American Medical Association personnel were 
transferred to the new S. A. M. A. quarters and adequate per. 
sonnel employed. The Council, in view of S. A. M. A.’s increased 
financial status and future income possibilities, also voted that 
no financial support would be requested from the American 
Medical Association after the expenditure of the allocation 
granted for the calendar year 1954. 

On Aug. 27, 1954, a member of the Council, in company with 
the Executive Secretary, appeared before the Board of Trustees 
of the American Medical Association to report on S. A. M. A’s 
progress and future plans. With a wish for continued success, 
the Board approved the actions taken by S. A. M. A. in establish- 
ing a completely autonomous association. 


In Appreciation 

The Student American Medical Association is sincerely aware 
of the role played by its friends in American medicine to help 
the organization move ahead. It also is cognizant of the fact 
that without this cooperation the Association would enjoy only 
a part of the success it now enjoys. The Association is also in- 
debted to those corporations and persons that participated in 
S. A. M. A.’s progress by advertising in its Journal and exhibiting 
at its conventions. Special thanks are also due to the American 
Medical Association, Abbott Laboratories, and the Bureau of 
Exhibits of the American Medical Association for courtesies 
extended on the occasion of the 1954 convention. 

Without the generous help and support of the American 
Medical Association, this Association could never be where it 
is today. Individual thanks are due to everyone, from the House 
of Delegates and Board of Trustees down to the kindly folks 
who maintained S. A. M. A.’s previous offices and headquarters 
facilities. To Dr. Lull, Secretary and General Manager, and Dr. 
Howard, Assistant Secretary, go personal thanks for counsel and 
guidance given the Executive Secretary as he undertook direction 
of S. A. M. A.’s activities. 

This report would be most incomplete without mention of 
the state and county medical societies and their executive leaders 
for their strong, never-ending support of S. A. M. A.’s program 
at both the local and the national level. The medical school deans 
have also earned the praise and respect of S. A. M. A. for the 
way in which they have helped make the organization move 
forward at their respective campuses. 

The Association also wishes to make record of the contribu- 
tions made by the behind-the-scene workers in the executive 
offices of S. A. M. A., without whom the program could never 
move forward. 

Respectfully submitted, 

JOHN A. OATEs Jr., President. 

DANIEL D. HEFFERNAN, Vice President. 
DonaLpD C. OVERSTREET, Treasurer. 
RUSSELL F. STAUDACHER, Executive Secretary. 
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VAGINAL DISCHARGE 


One of the commonest and most troublesome com- 
plaints met in general practice is vaginal discharge. It 
may occur at any age as a symptom of a local or general 
disease, and the underlying cause may be organic or 
functional.’ A fastidious woman in an overzealous effort 
to keep herself clean may cause a chronic vaginal dis- 
charge by douching, which washes away the normally 
present acid secretions and the Déderlein bacilli, which 
help to inhibit the growth of pathogens. The more such 
a patient douches the more troublesome the discharge. 
Other patients may become exceedingly worried about 
the possibility that the discharge indicates a venereal 
disease Or a malignant condition. The commonest type 
of abnormal discharge, caused by Trichomonas vagi- 
nalis, is profuse, purulent, acid, thin, and frothy, and 
may be mistaken for that due to gonorrhea. Although 
the appearance of the vaginal wall is characteristic, the 
diagnosis should be confirmed by demonstrating the 
organism in a fresh wet preparation made from the dis- 
charge. When the condition is chronic there may be no 
symptoms except during and for a few days after men- 
struation, because the alkaline menstrual flow favors the 
growth of the organisms.” 

Many treatments have been used. Kleegman * stresses 
the necessity for reestablishing the normal pH of the 
vaginal secretions (4.5 to 6.5). This can be done by 
using vinegar douches (% cup of vinegar to 2 qt. of 
warm water). The patient should use this while lying on 
her back, and the solution should run into the vagina 
very slowly.* The vaginal walls should be kept relatively 
dry by using tampons coated with zinc oxide (Lassar’s) 
paste. During the menses Kleegman advocates the use 
of carbarsone suppositories. Helms * recommends the 
use of one of the pentavalent arsenicals (phenarsone 
sulfoxylate, carbarsone, or acetarsone) because he has 
found that this treatment gives most rapid relief from 
symptoms and the lowest rate of recurrence. Although 
some advocate the use of beta-lactose to promote the 
reestablishment of the normal flora, he believes that 
when the trichomonads have been eliminated by the use 
of an effective trichomonacide the normal flora are 
quickly reestablished. Some authors have tried chlor- 
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tetracycline and oxytetracycline, but although the anti- 
biotics are effective they are no better than Floraquin 
(a preparation containing diiodohydroxyquinoline, lac- 
tose, dextrose, and boric acid) and may favor the estab- 
lishment of a fungus infection unless a fungicide is added. 
A detailed plan of treatment is outlined by Krumbhaar.* 

Almost all patients can be cured, but the prevention 
of reinfection is very difficult. Endogenous reinfection 
may result if trichomonads are present in the vulval or 
cervical glands, uterus, or bladder, where they cannot 
be reached by trichomonacides. Because relapses com- 
monly follow menstruation, a patient should not be con- 
sidered cured unless the smears are negative after she 
has passed three normal menstrual periods. The urine 
should be checked and the urethral glands stripped in 
an effort to determine whether the body still harbors the 
organisms. Exogenous reinfection may come from a 
toilet seat or the patient’s underclothes. Furthermore, 
wives or husbands can infect each other. For this reason 
Traylor * recommends that both husband and wife take 
250 mg. of methenamine mandelate three times a day 
for at least two weeks. 

The second most common cause of vaginal discharge 
is Candida albicans. This infection is most prevalent in 
pregnant women and women with diabetes because the 
fungus thrives in an acid medium. Many a pregnant 
woman has an asymptomatic infection with this fungus. 
In others the discharge is thick, white, glairy, and case- 
ous and may be accompanied by a severe vulvitis. In the 
past excellent results have been obtained by removing 
the discharge by swabbing with hydrogen peroxide fol- 
lowed by a solution of sodium bicarbonate then painting 
the vaginal walls with a 1 or 2% aqueous solution of 
gentian violet. The gentian violet has the disadvantage 
that it stains the underclothes, and propionate jelly is 
now used by many physicians in its place with equal 
effectiveness. This disease is not cured easily, and, if the 
patient is diabetic, control of the diabetes is a necessary 
adjunct to treatment. If the patient is pregnant the treat- 
ment must be continued throughout the pregnancy, and 
after delivery cure is usually spontaneous. Helms * men- 
tions several therapeutic agents used in treating this dis- 
ease and states a preference for a powder containing 
thymol, sodium perborate, and sodium lauryl sulfate, 
which is used to make a douche. Because chlortetracy- 
cline and oxytetracycline no matter how administered 
suppress the bacteria that normally inhibit the growth of 
C. albicans, the Council on Pharmacy and Chemistry of 
the American Medical Association recommends that all 





1. Ravell, M., and Brews, A.: Discussion: Vaginal Discharge as Seen 
in General Practice, Proc. Roy. Soc. Med. 46: 915-918 (Nov.) 1953. 

2. Thomas, H. H., and Hagood, M. D.: Diagnosis and Treatment of 
Common Leukorrheas, J. A.M. Alabama 21: 305-308 (May) 1952. 

3. Kleegman, S. J.: Treatment of Trichomonas Vaginitis, GP 6: 
49-51 (Aug.) 1952. 

4. Traylor, J. B.: Vaginal Discharge, J. M.A. Georgia 42: 529-530 
(Dec.) 1953. 

5. Helms, W. C.: Leukorrhea, J. M.A. Georgia 42: 377-381 (Aug.) 
1953. 
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and Treatment, in Symposium on Specific Methods of Treatment, M. Clin. 
North America 36: 1459-1471 (Sept.) 1952. 
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bottles of these antibiotics for oral administration carry 
a warning on the label that when susceptible bacteria are 
suppressed by their use infection with C. albicans may 
occur. 

Although this problem is far from being solved, ad- 
vances are being made. Meanwhile much can be done 
to prevent these infections. All public toilets for women 
should be equipped with gap seats in order to eliminate 
any possibility of genital contamination from this source. 
The practice of examining a second patient in a gyneco- 
logic clinic without changing gloves is to be condemned, 
because, although the antiseptic rinses used will kill 
gonococci, spirochetes, and other bacteria, they will not 
kill T. vaginalis or C. albicans. 


THE COLLAGEN DISEASES 


Since the early 1940’s much as been written about the 
collagen diseases, not all of which has been entirely lucid. 
A symposium in a recent issue of The Practitioner at- 
tempts to bring order out of a situation that is at least 
mildly chaotic. Collagen is a term applied to all the 
extracellular components of connective tissue, and the 
collagen diseases are systemic diseases of the connective 
tissue. In the Current List of Medical Literature, under 
the heading Collagen Diseases, one finds: “See also 
arthritis, rheumatoid; dermatomyositis; lupus erythema- 
tosus; periarteritis nodosa; rheumatic fever; rheumatism; 
scleroderma.” Various authors have included a dozen or 
more other conditions in their lists of collagen diseases, 
but those named in the Current List are the ones com- 
monly agreed on. 

In 1929 Klinge showed that the essential lesion in 
rheumatic fever whether there is involvement in the myo- 
cardium, joints, or subcutaneous tissues, was a degener- 
ation of the connective tissue fibrils with formation of 
waxy highly refractile masses.‘ Later Klemperer and his 
co-workers found that the basic lesion in disseminated 
lupus erythematosus was an alteration of the collagenous 
tissue of the body. In 1949 it was found that corticotropin 
caused marked clinical improvement in patients with 
rheumatic fever, rheumatoid arthritis, lupus erythema- 
tosus, dermatomyositis, scleroderma, and _ periarteritis 





1. Robb-Smith, A. H. T.: The Concept of the Collagen Diseases, 
Practitioner 173: 117-124 (Aug.) 1954. 

2. Miller, H.: Polyarteritis Nodosa, Practitioner 173: 133-139 (Aug.) 
1954. : 

3. Duthie, J. J. R.: Rheumatism, Collagen and Cortisone, Practitioner 
173: 125-132 (Aug.) 1954. 

1. Breitenecker, L.: Kurzbericht iiber 2 Todesfille durch Sternalpunc- 
tion, Wien. klin. Wchnschr. 56: 444 (July 16) 1943. Scherer, J. H., and 
Howe, J. S.: Fatal Cardiac Tamponade Following Sternal Puncture, J. Lab. 
& Clin. Med. 30: 450 (May) 1945. Meyer, L. M., and Halpern, J.: Death 
Following Sternal Puncture, Am. J. Clin. Path. 14: 247 (April) 1944. 
Fortner, J. G., and Moss, E. S.: Death Following Sternal Puncture: 
Report of Two Cases, Ann. Int. Med. 34: 809 (March) 1951. Fatal 
Sternal Puncture, Foreign Letters (France) J. A. M. A. 150: 831 (Oct. 25) 
1952. Death from Sternal Punctures, ibid. 155: 1276 (July 31) 1954. 

2. Papper, E. M.: Bone Marrow Route for Injecting Fluids and Drugs 
into General Circulation, Anesthesiology 3: 307 (May) 1942. 

3. Sternal Puncture in the Tropics, editorial, Lancet 2: 484 (Oct. 16) 
1943. 

4. Intraosseous Infusions, editorial, J. A. M. A. 151: 1108 (March 28) 
1953. 

5. Turkel, H.: Trephine Technique of Bone Marrow Infusion and 
Tissue Biopsies, ed. 6, Detroit, Gale Printing Company, 1952, p. 10. 
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nodosa. This provided added evidence that a family of 
diseases with widely different clinical manifestations hag 
certain features in common and possibly (although this 
has not been proved as yet) a common pathogenesis, 
Many observers have assumed this common pathogen. 
esis to be related to the phenomenon of allergy, but this 
assumption has not yet received universal support and 
does not explain the varying localizations of the arteria| 
changes in the different collagenic syndromes, nor does 
it explain why periarteritis nodosa is so often progressive 
and self-perpetuating while serum sickness is self-limited 
and relatively benign.” It may be said, however, that the 
collagen diseases are characterized by accelerated aging, 
hyalinosis, para-amyloidosis, and collagenosis. The fibri- 
noid changes probably involve both collagen and the 
ground substance and result from the disintegration of 
the collagen-polysaccharide complex.* 

Many new techniques are being applied to the study 
of diseases of connective tissues, but exact knowledge 
of their cause and pathogenesis is still meager. Further 
study should be directed to the chemistry and physiology 
of the connective tissues, and until more knowledge is 
available prolonged use of corticotropin or cortisone is 
not advised. These drugs should be reserved for condi- 
tions that can be improved by their use over a short time 
and that do not reappear when the drug is withdrawn. 


DEATHS FOLLOWING STERNAL PUNCTURE 


Within the last decade several deaths resulting from 
sternal puncture have been reported.’ These fatalities 
have resulted when some undetermined pathological con- 
dition of the sternum was present or when unsafe instru- 
ments were used. The inner plate of the sternum may be 
softened by some neoplastic disease while the outer plate 
appears entirely normal, or both plates of the sternum 
may be softened; in either case the needle may be forced 
through and on into the heart and large vessels. Fatalities 
due to these conditions have also been reported as having 
occurred in sternal infusion.* In some diseases, sternal 
puncture offers the only means by which a positive diag- 
nosis may be obtained,’ but if additional fatalities occur 
because of the use of unsafe instruments this valued diag- 
nostic procedure may fall into disrepute. 

In an editorial in THE JOURNAL, March 28, 1953, it 
was said: “the hazards of perforation through the entire 
sternum or ilium due to too sudden or a forceful thrust 
of a pointed needle has also been eliminated through the 
use of the trephine needle, which permits controlled 
pressure.” * Since the technique of insertion for sternal 
puncture and infusion is identical, deaths following either 
of these two procedures can be minimized by the use of 
a trephine-type instrument that permits “control” pres- 
sure. Cases are on record in which as many as 70 sternal 
punctures have been made during chemotherapeutic 
studies on leukemic patients and in all cases trephine- 
type instruments were used. The safety features em- 
bodied in this type of instrument obviate preventable 
deaths due to sternal puncture.° 
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WASHINGTON STATE MEDICAL ASSOCIATION 


To permit readers of THE JOURNAL fo become better 
acquainted with the activities of state medical associations, 
articles describing them will appear from time to time in these 
pages. —ED. 


The history of the Washington State Medical Association be- 
gins in its territorial days when, on Jan. 4, 1873, six physicians 
of Olympia and vicinity met to discuss a medical society, which 
was formally established Feb. 19 as the Medical Society of 
Washington Territory. At this meeting, Dr. A. H. Steele was 
elected to the presidency of the permanent organization. Meet- 
ings were held in October of 1873 and 1874, but a conference 
scheduled for April of 1874 was adjourned because of a lack 
of quorum. 

Five years elapsed before another society meeting was called 
in 1879, when seven physicians, gathered at Steilacoom to re- 
organize the society, decided to retain the name, the constitution, 
and the bylaws, and to consider this as the first annual meeting 
of the Medical Society of Washington Territory. Thereafter 
meetings were held annually until June 18, 1884, when Dr. 
Edward L. Smith of Seattle was elected president and the meet- 
ing was adjourned to convene again at his call. In all this time 
only 36 physicians had been admitted to membership in the 





Headquarters of the Washington State Medical Association are on the 
second floor of the building at 1309 Seventh Ave., Seattle, which is owned 
by the King County Medical Service Bureau. 





society. In 1889, however, when Washington became a state, 
President Smith issued a call to “all members of the old society, 
all members of the regular profession in the territory, and espe- 
cially delegates of the several local territories.” At that meeting, 
Oct. 24 in Tacoma, the Medical Society of Washington Territory 
adjourned sine die and reconvened as the Medical Society of the 
State of Washington, with all physicians present as charter mem- 
bers. According to a reference in a resolution adopted at the 
first annual session, May 7, 1890, in Spokane, seven-eighths 
of the resident practicing physicians in the state were members 
of the society. The name of the group was changed to Washing- 
ton State Medical Society in 1902; and on Dec. 16, 1909, when 
the organization was incorporated, it became the Washington 
State Medical Association. 

In time, unethical group practice and contract medical service 
plans created a problem of serious proportions. This was met 
in 1917 by the Pierce County Medical Society, which proposed 
a physician-sponsored and controlled prepaid medical and hos- 
pital program for wage-earning groups that would be free from 
third party interference. Thus, pioneering in the field of vol- 
untary, prepaid medical care, Washington physicians are credited 
with originating the now widespread physician-sponsored health 
insurance plans. The Washington State Medical Association 
sponsors the Washington Physicians’ Service, a coordinating 
agency for 22 autonomous district and county medical service 
bureaus. Including indigent persons whose medical care is paid 
for by the state, these bureaus serve a half-million persons, or 
about 20% of the state’s population. Another major project 
of the association, establishment of a medical school at the 
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University of Washington, finally became a reality when the 
state legislature in 1945 passed a bill creating the school and 
appropriating $3,750,000. 

Scientific and socioeconomic activities and studies are carried 
on by the Washington State Medical Association through some 
30 standing and special committees, including those concerned 
with grievances, aging population and chronic disease, diabetes, 
industrial and rural health, maternal and child health, medical 
education, public laws, and legislation and public relations. 
Others work with the state cancer and tuberculosis societies, 
conduct postgraduate courses for association members, and 
cooperate with the state government in matters relating to public 
health, civil defense, and medical care for indigents; still others 
cooperate with the dental, nursing, pharmaceutical, and hospital 
associations in various plans for the betterment of the public 
health. Another important activity of the Washington State 
Medical Association is its Medical Defense Fund, created July 
14, 1913. Association members who subscribe to this fund re- 
ceive legal aid and consultation in malpractice cases, supple- 
menting the legal service obtained through insurance channels. 

Through the years, as the state’s population increased, the 
growth of the Washington State Medical Association has kept 
pace, until today the membership totals 2,500 physicians in 26 
component county and district medical societies. The association 
has its headquarters in Seattle, in a newly remodeled suite of 
offices at 1309 Seventh Ave., where, with Washington Physicians, 
Inc. (Statewide Prepaid Plans), it shares the second floor of a 
building owned by the King County Medical Service Bureau. 
Mr. Ralph W. Neill, executive secretary, is head of the office 
staff. Four-day annual meetings of the association and its house 
of delegates are held in Seattle and in Spokane in September. 
The board of trustees and the executive committee, which trans- 
act the association’s business between the house of delegates’ 
sessions, meet regularly through the year at the Washington 
Athletic Club in Seattle. At the time of the annual meeting in 
Spokane, Sept. 19-22, officers of the association were Dr. Alvia 
G. Young, Wenatchee, president; Dr. M. Shelby Jared, Seattle, 
president-elect; Dr. I. C. Munger Jr., Vancouver, vice-president; 
and Dr. Bruce M. Zimmerman, Seattle, secretary-treasurer. The 
newly elected officers will be announced in a future issue. 





COUNCIL ON SCIENTIFIC ASSEMBLY REORGANIZED 


Plans are under way to reorganize the A. M. A. Council on 
Scientific Assembly. The reorganization action was taken by 
the House of Delegates at the San Francisco meeting in June. 
At that time, the bylaws of the Association were changed to 
place the Council under the jurisdiction of the Board of Trustees 
instead of the House of Delegates. The Committee on Scientific 
Exhibit of the Board of Trustees has been combined with the 
Council on Scientific Assembly, and Thomas G. Hull, formerly 
Director of the Scientific Exhibit, has been appointed Secretary 
of the new Council. This reorganization results in one program 
committee for the Association instead of two as formerly. All 
scientific activities of the annual and clinical meetings will be 
under the jurisdiction of the reorganized Council. 


NEW SECRETARY TO COUNCIL ON 
NATIONAL DEFENSE 


Frank W. Barton, a Washington attorney, has taken over as 
Secretary of the A. M. A. Council on National Defense succeed- 
ing C. Joseph Stetler, who recently became director of the 
A. M. A. Law Department. Mr. Barton formerly was director 
of the Claims Division of the War Claims Commission and 
consultant to the Foreign Claims Setthkement Commission in 
Washington, D. C. The Council, which was established as a 
standing committee of the Board of Trustees in 1947, assists 
the armed forces, as well as state and federal civil defense 
authorities, with medical and health problems and acts as a 
liaison with allied health agencies regarding personnel facilities 
and material needed in time of national emergency. 
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ATLANTIC CITY MEETING, JUNE 6-10, 1955 
Deadline for Section Papers—Dec. 15, 1954 
Deadline for Scientific Exhibit—Jan. 10, 1955 


The next Annual Meeting of the American Medical Associ- 
ation will be held in Atlantic City, N. J., June 6-10, 1955. The 
program is well under way, with each Section developing an 
outstanding group of presentations. Persons desiring to read 
papers before one of the sections should communicate immedi- 
ately with the Secretary of that section. The deadline for receipt 
of such applications is Dec. 15, 1954, after which date applica- 
tions will be considered only in special instances. 

Application blanks for space in the Scientific Exhibit are now 
available and may be obtained from the Section Representative 
to the Scientific Exhibit. The deadline for such applications is 
Jan. 10, 1955. 

Following are the secretaries and representatives to the Scien- 
tific Exhibit from the various sections: 


Anesthesiology 
Secretary—Dr. John S. Lundy, 102 Second Ave., S. W., Roches- 
ter, Minn. 


Exhibit Representative—Dr. Scott M. Smith, 910 Medical Arts 
Bldg., Salt Lake City 1. 


Dermatology and Syphilology 

Secretary—Dr. J. Walter Wilson, 3875 Wilshire Blvd., Los 
Angeles 5. 

Exhibit Representative—Dr. Samuel M. Bluefarb, 30 N. Michi- 
gan Ave., Chicago 2. 


Diseases of the Chest 

Secretary—Dr. John F. Briggs, 350 St. Peter St., St. Paul 2. 

Exhibit Representative—Dr. Edwin R. Levine, 109 N. Wabash 
Ave., Chicago 2. 


Experimental Medicine and Therapeutics 
Secretary—Dr. George E. Burch, 1430 Tulane Ave., New 
Orleans 12. 


Exhibit Representative—Dr. Joseph F. Ross, University of 
California Medical Center, Los Angeles 24. 


Gastroenterology and Proctology 

Secretary—Dr. Everett D. Kiefer, 605 Commonwealth Ave., 
Boston 15. 

Exhibit Representatives—Dr. William H. Dearing, 102 Second 
Ave., S. W., Rochester, Minn., and Dr. J. P. Nesselrod, 
636 Church St., Evanston, Iil. 


General Practice 


Secretary—Dr. Eugene I. Baumgartner, 25 Alder St., Oakland, 
Md. 


Exhibit Representative—Dr. Charles E. McArthur, 1934 E. 
Fourth Ave., Olympia, Wash. 


Internal Medicine 

Secretary—Dr. A. Carlton Ernstene, 2020 E. 93rd St., Cleve- 
land 6. 

Exhibit Representative—Dr. John S. Lawrence, 405 Hilgard 
Ave., Los Angeles 24. 


Laryngology, Otology and Rhinology 

Secretary—Dr. Hugh A. Kuhn, 112 Rimbach St., Hammond, 
Ind. 

Exhibit Representative—Dr. Walter E. Heck, Stanford Univer- 
sity Hospitals, San Francisco 15. 


Military Medicine 

Secretary—Col. Charles L. Leedham (MC), U. S. Army, Office 
of the Surgeon General, Department of the Army, Washing- 
ton 25, D. C. 


Exhibit Representative—Col. Allen D. Smith, U.S.A.F., Depart- 
ment of the Air Force, Washington 25, D. C. 
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Nervous and Mental Diseases 


Secretary—Dr. Karl O. Von Hagen, 2010 Wilshire Blvd., Los 
Angeles 57. 


Exhibit Representative—Dr. G. Wilse Robinson Jr., 2625 The 
Paseo, Kansas City 8, Mo. 

Obstetrics and Gynecology 

Secretary—Dr. D. Frank Kaltreider, University Hospital, Balti- 
more |. 

Exhibit Representative—Dr. Frederick H. Falls, 1853 W. Polk 
St., Chicago 12. 


Ophthalmology 

Secretary—Dr. Harold G. Scheie, 313 S. 17th St., Philadelphia 3, 

Exhibit Representative—Dr. William F. Hughes Jr., 1853 w. 
Polk St., Chicago 12. 

Orthopedic Surgery 

Secretary—Dr. Frederick R. Thompson, 16 E. 90th St., New 
York 28. 

Exhibit Representative—Dr. J. Vernon Luck, 1930 Wilshire 
Blvd., Los Angeles 57. 


Pathology and Physiology 

Secretary—Dr. Edwin F. Hirsch, 1439 §S. Michigan Blvd., 
Chicago 5. 

Exhibit Representative—Dr. Frank B. Queen, 3181 S. W. Sam 
Jackson Park Rd., Portland 1, Ore. 


Pediatrics 
Secretary—Dr. Wyman C. C. Cole, 3001 W. Grand Bivd., 
Detroit 2. 


Exhibit Representative—Dr. F. Thomas Mitchell, Le Bonheur 
Children’s Hospital, Memphis 5, Tenn. 


Physical Medicine and Rehabilitation 
Secretary—Dr. Walter J. Zeiter, 2020 E. 93rd St., Cleveland 6. 


Exhibit Representative—Dr. Donald A. Covalt, 400 E. 34th St., 
New York 16. 


Preventive and Industrial Medicine and Public Health 
Secretary—Dr. Frank Princi, University of Cincinnati College 
of Medicine, Cincinnati 19. 


Exhibit Representative—Dr. Paul A. Davis, 633 E. Market St., 
Akron, Ohio. 


Radiology 
Secretary—Dr. Traian Leucutia, Harper Hospital, Detroit 1. 


Exhibit Representative—Dr. Richard H. Chamberlain, 3400 
Spruce St., Philadelphia 4. 


Surgery, General and Abdominal 


Secretary—Dr. Walter G. Maddock, 250 E. Superior St., Chi- 
cago 11. 


Exhibit Representative—Dr. John H. Mulholland, 477 First 
Ave., New York 16. 


Urology 

Secretary—Dr. Rubin H. Flocks, University Hospitals, Iowa 
City. 

Exhibit Representative—Dr. Roger W. Barnes, 1216 Wilshire 
Blvd., Los Angeles 17. 


Additional information may be obtained from the Secretary, 
Council on Scientific Assembly, American Medical Association, 
535 N. Dearborn St., Chicago 10. 


NEW COMMUNITY HEALTH BOOKLET 


“A Key to Community Health Planning” is the name of a 
new booklet prepared by the A. M. A. Council on Medical 
Service. Replacing a similar booklet published in 1949, the new 
publication stresses the purpose, organization, and development 
of a community health council. The booklet, prepared for both 
medical and nonmedical groups, should prove helpful to those 
interested in developing a community health planning program. 
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ARIZONA ’ 

Inter-Mountain Psychiatric Association——The Inter-Mountain 
Psychiatric Association will hold its annual meeting at the West- 
ward Ho Hotel, Phoenix, Nov. 6 and 7, under the presidency 
of Dr. Otto L. Bendheim, Phoenix. Dr. Sandor Rado, New York, 
will present “Patterns of Depression” Saturday, 2:30 p. m. On 
Sunday at 11 a. m. Dr. James H. Wall, medical director of the 
New York Hospital, White Plains, N. Y., will discuss “Cause 
and Treatment of Psychiatric Patients with Severe Disturbances 
of Appetite.” The profession is cordially invited. A cocktail hour 
and dinner will be held Saturday. 


CALIFORNIA 

Course on Surgical Pathology.— University of California Exten- 
sion and the division of postgraduate medical education at the 
University of California at Los Angeles offer a course in general 
surgical pathology to graduates of approved medical schools 
Saturdays, 9 a. m. to 1 p. m., from Nov. 13 to Jan. 22, 1955, 
in room 14-111 of the school of medicine on the university 
campus. The fee for the course is $80. Application or request for 
information concerning the course should be made to Dr. 
Thomas H. Sternberg, U. C. L. A. Medical Center, Los Angeles 
24 (telephone: ARizona 7-4201 or BRadshaw 2-6192). 


Psychiatric Sessions in Los Angeles.—The Southern California 
Psychiatric Society will hold its second annual meeting Nov. 6 
at the Statler Hotel, Los Angeles. The meeting, open to all 
interested physicians, will consist of an afternoon scientific 
program and a cocktail party and dinner-dance in the evening. 
Out-of-town guest speakers will include Drs. Norman Reider, 
chief, psychiatry department, Mount Zion Hospital, and assistant 
professor (clinical) of psychiatry, University of California 
School of Medicine, San Francisco, and C. H. Hardin Branch, 
professor and head of the department of psychiatry, University 
of Utah College of Medicine, Salt Lake City. 


Symposium of Internal Medicine.—The Society of Graduate 
Internists of Los Angeles County Hospital will present a Sym- 
posium of Internal Medicine, Nov. 12 to 14, meeting at the 
Ambassador Hotel, Los Angeles, Nov. 12 and 13 and at the 
Los Angeles County Hospital Nov. 14. There will be a dinner 
at Ciro’s Saturday evening. The speakers will be: Dr. Maxwell 
M. Wintrobe, professor of medicine, University of Utah School 
of Medicine, Salt Lake City; Dr. Chester S. Keefer, director of 
Robert Dawson Evans Memorial Hospital, Boston; Dr. Cecil J. 
Watson, professor of medicine, University of Minnesota Medical 
School, Minneapolis; and Dr. William A. Sodeman, professor of 
medicine, University of Missouri School of Medicine, Columbia. 





Conference on Physicians and Schools.—All physicians are in- 
vited to the first statewide Conference on Physicians and Schools 
in Fresno, Nov. 12, at the Fresno Hacienda, under the sponsor- 
ship of the California Medical Association. Taking part in the 
conclave will be Drs. Arlo A. Morrison, Ventura, California 
Medical Association president; Donald D. Lum, Alameda, 
chairman of the C. M..A. Council; Albert C. Daniels, San 
Francisco, secretary-treasurer of the C. M. A.; Malcolm H. 
Merrill, director of the State Department of Public Health, San 
Francisco; Herbert R. Stolz, Oakland, chief of the division of 
special schools and services for the State Department of Edu- 
cation; and Fred V. Hein, Ph.D., Chicago, consultant in school 
health, A. M. A. Bureau of Health Education. 


CONNECTICUT 

Course in Gastroenterology—The Stamford Academy of Gen- 
eral Practice announces a postgraduate course in gastroenterol- 
ogy. Dr. Clarence C. Fuller will present the course regularly 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 
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given at the New York University Post Graduate Hospital. 
Lectures will be held on Tuesdays at 8:30 p. m. at the Stamford 
Hospital Auditorium from Nov. 9 to Feb. 8. There will be no 
lecture Nov. 30, Jan. 11, or Feb. 1. The tuition fee, $75, is 
payable in advance to Dr. Arthur Koffler, Secretary, 218 Bed- 
ford St., Stamford. Interns and residents are invited as guests 
of the Stamford Academy of General Practice. 


Hospital News.—In its guest speaker program, which is held 
Saturdays at 11 a. m. in the amphitheater, the Hartford Hospital 
will hear Dr. Howard B. Sprague, clinical associate in medicine, 
Harvard Medical School, Boston, Nov. 13 (Coronary Artery 
Disease in the Young Adult Male); Dr. Harry S. N. Greene, 
professor of pathology, Yale University School of Medicine, 
New Haven, Nov. 20 (Virus-Tumor Relationships); and Dr. 
Mark A. Hayes, associate professor of surgery, Yale University 
School of Medicine, New Haven, Nov. 27 (An Energy Evalu- 
ation in Postgastrectomy Syndrome: A Dietary Approach to 
Treatment). 


FLORIDA 


Hematology Seminar.—The department of medicine, graduate 
school, University of Florida, Gainesville; the Florida Medical 
Association; and the Florida State Board of Health will present 
a hematology seminar Nov. 18 to 20 at the Hotel George Wash- 
ington in Jacksonville. Dr. William Dameshek, director, blood 
research laboratory, New England Center Hospital, Boston, will 
open the daily discussions. Dr. J. Komninos, Boston, will discuss 
“Hemolytic Anemia; Special Tests” and “Transfusions Includ- 
ing Platelet Transfusions”; Dr. James N. Patterson, Tampa, 
deficiency anemias and hemophilia and associated states; and 
Dr. John Ross, Jacksonville, abnormal hemoglobin. Drs. Dame- 
shek, Komninos, and Patterson will hold a panel discussion Sat- 
urday on chemotherapy of leukemia and associated states. Fri- 
day two films will be shown on hemolytic anemia and one on 
hemostasis, and Saturday there will be slides and moving pictures 
of cells. Advance registration is requested; registration fee, $25. 
Information may be obtained from Dr. Turner Z. Cason, 1625 
Riverside Ave., Jacksonville 4. 


ILLINOIS 

Cancer Conference in Chicago.—The annual meeting of the 
Illinois division, American Cancer Society, will convene in 
Chicago at the Hotel Morrison, Nov. 11 and 12. The Thursday 
morning session will be highlighted by a professional panel 
moderated by Dr. John A. Rogers, Chicago, executive director 
of the Illinois division. 


Chicago 

Cardiac Conference at Cook County Hospital.—An open clinico- 
pathological cardiac conference will be held Nov. 12, 11 a. m. 
to 12 noon, in the Children’s Amphitheater, Cook County 
Hospital, 700 S. Wood St. Dr. George C. Sutton, Northwestern 
University Medical School, will present “Ballistocardiography— 
Clinical Use.” 


Meeting on Medical History.—The Society of Medical History 
of Chicago will present the following program at an open meet- 
ing, Nov. 10, 8 p. m., in the Institute of Medicine (fourth floor, 
86 E. Randolph St.); Dr. Lester R. Dragstedt discussing “The 
Father of Chicago Medicine”; Ilza Veith, Ph.D., “Plague and 
Politics”; and Dr. Simon Rodbard, “The Heart Scarab of the 
Ancient Egyptians.” 


Physicians’ Philharmonic Orchestra—The Physicians’ Phil- 
harmonic Orchestra of Chicago has opened its second season. 
Rehearsals are held every Monday, 7:30 to 9:30 p. m., at the 
music room, eighth floor, Fine Arts Building, 410 S. Michigan 
Ave. All physicians, their wives, members of allied professions, 
medical students, technicians, and nurses are eligible. No audi- 
tion is required. 
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Orthopedic Panel.—The Chicago Orthopaedic Society at its 
meeting Nov. 12 in the Palmer House (telephone RAndolph 
6-7500) will present a panel discussion on the neck and shoulder 
syndrome by Drs. Paul C. Bucy (by invitation); Lindon Seed 
(by invitation); LeRoy H. Sloan (by invitation); and Fremont A. 
Chandler. The moderator will be Dr. William J. Schnute. All 
physicians are cordially invited. 


Hospital Anniversary Dinner.—The Denver Sanatorium of the 
Jewish Consumptives’ Relief Society announces that, in celebra- 
tion of the golden anniversary of the Chicago Hospital in Denver, 
the midwest advisory board will hold its annual dinner in the 
Grand Ballroom of the Sherman Hotel, Nov. 7. Every $25 
contribution will entitle the donor to one plate for the dinner. 
Requests for reservations may be sent to Mr. Leo M. 
Nellis, Chairman, Reservations Committee, 343 S. Dearborn St., 
Chicago 4. 


Fraternity Lectures.—Dr. Marion B. Sulzberger, professor and 
chairman, department of dermatology and syphilology, Post 
Graduate Medical School, New York University-Bellevue 
Medical Center, will deliver the following lectures under the 
sponsorship of the Phi Delta Epsilon fraternity: “On the Uses 
and Abuses of Cortisone and Hydrocortisone in Dermatology,” 
Nov. 8, 8 p. m. at Chicago Medical School, Kling Auditorium, 
Mt. Sinai Hospital, in honor of Dr. Harry J. Isaacs; “Facts and 
Fancies Concerning Dermatologic Allergy,” Nov. .9, 4 p. m., 
at Northwestern University Medical School, Thorne Hall, in 
honor of Dr. Samuel M. Feinberg; and “On the Clinical Sig- 
nificance of Disturbances in Sweating,” Nov. 10, 1 p. m., at 
University of Illinois College of Medicine, in honor of Dr. 
Francis L. Lederer. 


IOWA 


Postgraduate Course in Dermatology.—The State University of 
Iowa College of Medicine, Iowa City, will conduct a post- 
graduate course Nov. 12 in University Hospitals. The meeting 
will include case demonstrations, a review of recent advances 
in dermatological therapy, and talks on principles of examina- 
tion, diagnosis of elementary lesions, and patterns of skin disease. 
For information, write to Dr. William C. Keettel, Director of 
Postgraduate Conferences, University Hospitals, Iowa City. 


KENTUCKY 


County Society Sponsors Medical Forums.—A free medical 
forum will be offered Nov. 12, 7:30 p. m., at the Campbellsville 
High School auditorium. This is one of four medical forums 
being given under the joint sponsorship of the Taylor County 
Medical Society and the Campbellsville News-Journal. The first 
forum, “The Miracle of Childbirth,” was held Sept. 10. Others 
scheduled are “You Are as Good as Your Heart,” Feb. 11, 
1955, and “Medicines and Drugs—Friends or Enemies?” 
April 8. 


MARYLAND 

Dohme Lectures.—Sir Rudolph A. Peters, Institute of Animal 
Physiology, Babraham Hall, Cambridge, late Whitley professor 
of biochemistry, University of Oxford, England, will give the 
18th course of lectures under the Charles E. Dohme Memorial 
Foundation, Nov. 9 and 10 in Hurd Hall of the Johns Hopkins 
Hospital, Baltimore. The subject will be “Biochemistry of Some 
Toxic Agents.” Tuesday he will present “Present State of 
Knowledge of the Biochemical Lesions Induced by Trivalent 
Arsenicals” and Wednesday, “Some Recent Work in the Field 
of Fluoroacetate Compounds.” 


MASSACHUSETTS 


Lecturers from London.—*“Hypothermia” will be the subject of 
a lecture by Dr. Harry C. Churchill-Davidson, St. Thomas 
Hospital, London, Nov. 8 at 5 p. m. at the Massachusetts 
General Hospital, Boston. “Medicolegal Problems Related to 
Anesthesia” was discussed there Nov. | by Dr. Francis E. Camps, 
reader in forensic medicine, University of London. 


J.A.M.A., Nov. 6, 1954 


MICHIGAN 


General Practitioners Meet in Detroit—The Michigan Acad. 
emy of General Practice will hold its eighth annual fall post- 
graduate clinic at the Sheraton-Cadillac Hotel, Detroit, Noy, 19 
and 11, under the presidency of Dr. Karl L. Swift, Detroit. 
Presentations by out-of-state speakers include: 

Prophylaxis of Allergic Disease With Special Reference to the New. 


born, Jerome Glaser, Rochester, N. Y. 
Testosterone and Testicular Function, Edward Henderson, Bloomfield, 


Recent Advances in Adrenal Steroid Therapy, Cornelius J. O’Donovan, 
Kalamazoo, Mich. 

Present Status of Studies on the Intrinsic Factor of Castle, Kenneth 
W. Thompson, Orange, N. J. 

Nonhormonal Antiarthritic Agents, Eugene L. Jackson, Ph.D., Rich- 


mond, Va. 
Clinical Experience with Intramuscular Trypsin, Bert Seligman, Toledo, 
Ohio. 


Veratrum Treatment of Toxemia of Pregnancy—A Controlled Study, 
Frank A. Finnerty Jr., Washington, D. C. ; 

Mode of Action of Some Newer Hypotensive Drugs, Carl A. Bunde, 
Indianapolis. 

Pediatric Techniques in General Practice, James L. Dennis, Galveston, 
Texas. 

Migraine and Vascular Headaches, Perry S. MacNeal, Philadelphia. 

Present Status of Antibiotics, Burton A. Waisbren, Milwaukee. 

Care of Premature Infants, Benjamin M. Kagan, Chicago. 

Nutritiona! Therapy in Non-nutritional Diseases, Julius Pomeranze, 
New York. 


A cocktail party at 6 p. m. Wednesday will precede the annual 
banquet, at which the speakers will be Dr. William B. Hilde- 
brand, Menasha, Wis., president of the American Academy of 
General Practice, and Dr. Paul Williamson, former director of 
the department of general practice of the University of Tennessee 
College of Medicine, Memphis. They will discuss “Future of the 
Family Physician.” 


NEW JERSEY 
Alumni Day.—The seventh annual Alumni Day of the Jersey 
City Medical Center will be held Nov. 10. The memorial lecture 
will be delivered by Dr. H. Hudnall Ware, professor of ob- 
stetrics, Medical College of Virginia, Richmond. The after- 
noon program on the application of atomic energy in medicine 
and dentistry (auditorium, Murdoch Hall) will include: 
Historical Background and Elementary Physical Concepts of Atomic 
Medicine, Frank J. Borrelli, New York. 
Clinical Aspects of Atomic Medicine—Demonstration of Equipment 
and Techniques, Robert J. Gross, Newark. 
Use of Radioisotopes in Dental Science, Herbert Bartelstone, D.D.S., 
New York. 


Seminar on Hand Surgery.—As part of the graduate fortnight 
of the Academy of Medicine of Northern New Jersey, the Kess- 
ler Institute for Rehabilitation will present a program on hand 
surgery, Nov. 10, to which all physicians are invited. The speak- 
ers will include: 
Herbert Conway, New York: Skin Coverage of the Hand Following 
Trauma and Burns. 
J. Edward Flynn, Boston: Hand Injuries. 
J. William Littler, New York: Over-All Problems in Major Recon- 
Structive Hand Surgery. 
Leo Mayer, New York: Role of Tendon Surgery in the Upper Extremity 
Lyndon A. Peer, Newark: A Modified Operation for Lymphedema of 
the Upper and Lower Extremities. 





NEW YORK 


Society News.—The Rochester Academy of Medicine opened 
its annual lecture series Oct. 5 with “Late Effects of Atomic 
Radiation” by Dr. John J. Morton Jr., acting director of cancer 
research, University of Rochester School of Medicine and Den- 
tistry. On Nov. 9, Dr. George M. Wheatley, Metropolitan Life 
Insurance Company, will discuss “Why Doctors Die.” 


Course on School Health.—The University of Buffalo School 
of Medicine, in cooperation with the New York State Depart- 
ment of Health and the New York State Education Department, 
will present a postgraduate course on school health Wednesday 
mornings, Nov. 10, 17, and 24 and Dec. 1 and 8. The sessions 
(in the conference room of the Children’s Hospital, Buffalo) 
will start with a panel discussion on the team approach to school 
health. The visiting faculty will include Drs. John A. Forst, 
Albany; Adfur E. Maines, Buffaloy Thomas E. Shaffer, Colum- 
bus, Ohio; and Alfred Yankauer, New York. Requests for regis- 
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tration should be sent with check for $25 to Dr. Milton Terris, 
Assistant Dean for Postgraduate Education, University of Buffalo 
school of Medicine, 3435 Main St., Buffalo 14. 


General Practice Assembly.—The fifth annual scientific assem- 
bly of the Nassau County, N. Y., chapter of the American 
Academy of General Practice will be held at the Garden City 
Hotel, Garden City, L. I1., Nov. 10. During the morning session 
Dr. Clarence E. De La Chapelle, New York, will speak on 
cardiac emergencies and Dr. Henry T. Ricketts, Chicago, on 
diabetes. In the afternoon Dr. Richard L. Day, New York, will 
serve as moderator for the following symposium, “The Dis- 
turbances in the Normal Physical and Mental Development of 
Children”: 

Lawson Wilkins, Baltimore: Adrenogenital Syndrome. 

A. Wilmot Jacobsen, Buffalo: Growth Problems in Children. 

Charles E. Koop, Philadelphia: Management of Undescended Testicles. 

Gustav Bychowski, New York: Obesity in the Adolescent. 


Symposium on Pulmonary Disease-—A symposium on chronic 
pulmonary disease, planned especially for general medical 
practitioners, will take place Nov. 11 in the building of the 
Medical Society of the County of Queens, 112-25 Queens Blvd., 
Forest Hills, under the sponsorship of the society; the Queens 
County chapter, Academy of General Practice; and the Queens- 
boro Tuberculosis and Health Association. The afternoon session 
begins at 2 o’clock and the evening session at 8. The symposium, 
which will afford a comprehensive view of current concepts of 
the chronic pulmonary diseases, their diagnosis and treatment, 
is approved by the American Academy of General Practice for 
five hours of formal credit. For information, call or write Miss 
Miriam Tauber, Director of Professional Education, Queensboro 
Tuberculosis and Health Association, 159-29 90th Ave., Jamaica, 
N. Y. (JAmaica 6-2557). 


New York City 

Dr. Kenworthy Honored.—The New York School of Social 
Work, Columbia University, has received from Mr. and Mrs. 
David M. Heyman of this city a gift of $10,000 to establish a 
student loan fund in honor of Dr. Marion E. Kenworthy, who 
has been a member of the faculty of the school for 34 years. 


Memorial Meeting at the Academy.—The American-Hungarian 
Medical Association will hold a scientific meeting in memory of 
Dr. Albert Philip, Nov. 12, 8:30 p. m. in room 441, New York 
Academy of Medicine Building, 2 E. 103rd St. After intro- 
ductory remarks by Dr. Emil Endreny, “Difficulties and Errors 
in Obstetrics” will be the topic of Dr. Walter Furst and “On 
Endometriosis” that of Dr. Geza Weitzner. “Amenorrhea” will 
be discussed by Dr. Morris A. Goldberger (by invitation). 


Cancer Meeting.—“Recent Developments in the Diagnosis and 
Management of Certain Female Genital Cancers” will be con- 
sidered at the meeting of the New York Cancer Society, Nov. 9, 
8:30 p. m., in the New York Academy of Medicine, Fifth 
Avenue at 103rd Street. Dr. Gray H. Twombly will serve as 
chairman for the following program, to which physicians and 
medical students are invited: 
Histology and Radiocurability of Epitheliomas, Alfred Glucksmann, 
Strangeways Research Laboratory, Cambridge, England. 
Carcinomas of the Ovary, Joe V. Meigs, Boston. 
Background to Carcinoma of the Corpus, Stanley Way, Royal Victoria 
Infirmary, Newcastle upon Tyne, England. 


Gorgas Centennial Celebration—The New York Academy of 
Medicine, Section on Historical and Cultural Medicine, has 
planned a centennial celebration of the birth of William Craw- 
ford Gorgas (born 1854—died 1920) for Nov. 10 at 8:30 p. m. 
The paper of the evening, “General Gorgas as I Knew Him,” 
will be presented by invitation by Dr. Stanhope Bayne-Jones, 
technical director of research, Office of the Army Surgeon 
General, Washington, D. C. Discussion will be by Dr. Wilson 
George Smillie, professor of public health and preventive medi- 
cine, Cornell University Medical College, and (by invitation) 
Dr. Edward I. Salisbury, medical director, United Fruit 
Company. 
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Conference on Tuberculosis—The New York Tuberculosis and 
Health Association will hold its annual conference Nov. 10 at 
the Hotel Statler. “New Needs of Patients Arising from Chang- 
ing Treatment,” the general theme, will include discussion of 
new problems arising from increased outpatient care, new 
problems as the patient sees them, more effective use of existing 
community resources, and changes in practices and attitudes. 
The evening clinical session, 8:15 p. m., will be sponsored by 
the American College of Chest Physicians and the Tuberculosis 
Sanatorium Conference at the Hotel New Yorker, where Dr. 
Alfred S. Dooneief will serve as moderator for a panel presenta- 
tion, “Present Status of Antimicrobial Therapy in Tuberculosis.” 


OHIO 

Society News.—On Nov. 9 the Academy of Medicine of Cin- 
cinnati will hold a joint meeting with the Diabetes Council. 
“Management of Diabetes Mellitus by the General Practitioner” 
will be presented by Dr. Garfield G. Duncan, clinical professor 
of medicine, Jefferson Medical College of Philadelphia. 


Conference on Rehabilitation.—A division meeting of the Ohio 
Welfare Conference in Cincinnati, Nov. 10 and 11, will present 
a program on rehabilitation. Wednesday morning there will be 
a panel on the community rehabilitation program, for which Dr. 
Robert J. Murphy, medical director, Rehabilitation Center, Ohio 
State University, Columbus, will discuss “Medical and Related 
Services—Medical Evaluation and Treatment, Hospitalization, 
Physical Restoration, Occupational and Physical Therapy, Etc.” 
Dr. Abraham Jacobs, director of vocational rehabilitation, 
Longview State Hospital, Cincinnati, will serve as moderator 
and Dr. Louis J. Finkelmeier, medical consultant, Goodwill 
Industries Rehabilitation Center, Cincinnati, as a participant on 
the Thursday morning panel following case presentations. 





Conference on Rheumatic Diseases.—On Nov. 10 the Cleveland 
chapter of the Arthritis and Rheumatism Foundation and the 
regional members of the American Rheumatism Association will 
sponsor an all-day conference at the Hotel Carter in Cleveland, 
followed by a banquet to which lay members of the foundation 
are invited. The registration fee will be $10. Interested physicians 
are invited. The speakers and their topics will be as follows: 
Diagnosis of Rheumatic Fever, T. Duckett Jones, New York. 
Prevention and Treatment of Rheumatic Fever, Charles H. Rammel- 
kamp, Cleveland. 
Diagnosis and Treatment of Gout, Alexander B. Gutman, New York, 
D:agnosis of Rheumatoid Arthritis, Charles L. Short, Boston. 
Treatment of Rheumatoid Arthritis, William D. Robinson, Ann Arbor, 
Mich. 
Nature and Treatment of Osteoarthritis, Walter M. Solomon, Cleveland. 
Rehabilitation of the Arthritic, H. Worley Kendell, Peoria, Ill. 
Inquiries should be addressed to Dr. William S. Clark, Chair- 
man, 2073 Abington Rd., Cleveland 6. 


SOUTH CAROLINA 

Physician Wanted.—Harleyville, a community of about 1,200 
persons, within two miles of an industrial plant employing about 
250 persons, is seeking a general practitioner. An office will be 
provided free of rent. A residence will be built for the physician, 
which he may purchase on rental terms. Anyone interested may 
communicate with Mr. Louis A. Melchers Jr., 1106 King St., 
Charleston, % the Harleyville Pharmacy, Harleyville, S. C., or 
the mayor of the town. 


TENNESSEE 

Symposium on Atomic Energy.—A symposium, “The Nuclear 
Reactor and the University,” will be held in Nashville, Nov. 12 
and 13, by Vanderbilt University in cooperation with Oak Ridge 
National Laboratory and the Oak Ridge Institute of Nuclear 
Studies. Four persons from Oak Ridge National Laboratory, 
two from the Atomic Energy Commission, and two from the 
university will give papers in the symposium on nuclear reactors 
and their role in scientific research. The university is inviting to 
the symposium its own students and faculty members, those of 
neighboring institutions, and all interested engineers and scien- 
tists. On Saturday morning C. S. Shoup, Ph.D., chief, biology 
branch, Oak Ridge operations office of AEC, will speak on 
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biological and medical research. The university’s nuclear science 
laboratories will be open for tours during the symposium, and 
a model of a uranium-graphite reactor from the American 
Museum of Atomic Energy in Oak Ridge will be on display. 
Information on the symposium may be obtained from Robert T. 
Lagemann, Ph.D., chairman, physics department, Vanderbilt 
University and chairman of the symposium committee. 


WASHINGTON 

Geriatrics Institute.—The first Northwest Institute on Serving 
the Needs of Our Aging Population will be held at the Univer- 
sity of Washington in Seattle, Nov. 11 to 13. Among the speak- 
ers will be Wilma T. Donahue, Ph.D., director, division of 
gerontology, University of Michigan, Ann Arbor, and Mr. 
Clark Tibbitts, chairman, committee on aging and geriatrics, 
U. S. Department of Health, Education, and Welfare, Washing- 
ton, D. C. The purposes of the institute are (1) to broaden 
knowledge in this field, (2) to provide information for planning 
of immediate as well as long-range programs in the community, 
and (3) to help insure that old age will be better understood 
and that the later years may be made economically more secure 
as well as satisfying and productive. The registration fee will 
be $5 for the institute. A one day registration fee of $3 is avail- 
able for those who can attend only the first day, which will be 
devoted to an over-all survey of the many areas concerned with 
and for our aging population. For information, contact the Office 
of Short Courses and Conferences, University of Washington, 
Seattle 5. 


WEST VIRGINIA 

Memorial Clinic.—The new Bluefield Sanitarium Clinic, Blue- 
field, will be dedicated at 2:30 p. m. Nov. 10 in memory of the 
late Dr. Alexander A. St. Clair. After the dedication ceremonies 
there will be a tour of the clinic. Dr. Walter B. Martin, Norfolk, 
Va., President, American Medical Association, and Dr. Rollin 
A. Daniel Jr., associate professor of surgery, Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., will be guest speakers 
at a banquet at the Bluefield Country Club at 6 p. m. Dr. Martin’s 
subject will be “The Doctor, the Hospital, and the Public.” Dr. 
Daniel will discuss “The Choice of Patients for Surgery with 
Acquired Cardiovascular Disease.” 


WISCONSIN 

Society News.—At its meeting on Nov. 11, 8:15 p. m. at the 
Milwaukee Athletic Club, the Medical Society of Milwaukee 
County will have as guest speaker Dr. Jacob Fine, Boston, 
assistant professor of surgery, Harvard Medical School, whose 
subject will be “Recent Studies on Traumatic Shock.” 


Annual Dearholt Days.—Dr. Donald S. King, Hanover, N. H., 
immediate past president of the American Trudeau Society, will 
be the 1954 Dearholt Days speaker. Dr. King will speak at the 
auditorium of the Marquette University School of Medicine, 
Milwaukee, at 3 p. m., Nov. 8. The following day he will speak 
to medical students and physicians in Madison. Dearholt Days, 
held in Milwaukee and Madison each year in early November, 
are given in memory of Dr. Hoyt E. Dearholt, executive secre- 
tary of the Wisconsin Anti-Tuberculosis Association from 1908 
until his death in 1939. 


Conference on Problem Drinking.—Marquette University 
School of Medicine, Milwaukee, and the Wisconsin Council on 
Alcoholism announce the “Wisconsin Conference on Problem 
Drinking in Industry,” to be held Nov. 11 to 13 under the 
patronage of the Wisconsin Manufacturers’ Association, Wis- 
consin State Chamber of Commerce, Milwaukee Association of 
Commerce, State Medical Society of Wisconsin, Milwaukee 
County Medical Society, Wisconsin Welfare Council, Milwaukee 
County Welfare Council, Milwaukee County Committee on 
Alcoholism, Wisconsin State Bureau of Alcohol Studies, and Wis- 
consin Industrial Management Association. The $17.50 fee covers 
registration, entire lecture series, banquet at Wisconsin Club 
Thursday evening, and luncheon at Marquette Union Friday. 


J.A.M.A., Nov. 6, 1954 


GENERAL 


Symposium on Geriatrics.—The American Geriatrics Society 
will give a graduate symposium on geriatric medicine at the 
Roosevelt Hotel, New York, Nov. 11 and 12, for all members 
of the medical profession. There will be no registration fee, Jp. 
formation may be had from the Secretary, Dr. Malford w. 
Thewlis, 25 Mechanic St., Wakefield, R. I. 


Southern Society of Cancer Cytology.—The Southern Society 
of Cancer Cytology will meet jointly with the Southern Medica] 
Association at Kiel Municipal Auditorium, St. Louis, Nov, g 
and 9, under the presidency of Dr. F. Bayard Carter, Durham, 
N. C. All registrants of the Southern Medical Association and 
their wives are invited to attend the dinner meeting Monday, 
7 p. m., at which “New Horizons in Cancer: Cytology in Re. 
search and Practice” will be described by Dr. John R. Heller, 
Director, National Cancer Institute, Bethesda, Md. In all, 21 
papers will be presented and 4 read by title. 


Meeting of Chest Physicians.—The Southern chapter of the 
American College of Chest Physicians will hold its 11th annual 
meeting in conjunction with the meeting of the Southern Medical 
Association at the Sheraton Hotel, St. Louis, Nov. 7 and 8. A 
round-table luncheon meeting, “Angina Pectoris and Coronary 
Thrombosis,” has been scheduled for Sunday noon and an x-ray 
conference for Sunday, 9 p. m. The sessions will end with 
presentation of the Paul A. Turner lecture, “The Effect of 
Treatment of Tuberculosis on the Bacteriology and Pathology 
of the Disease,” by Dr. Henry C. Sweany, chief medical director, 
Florida Tuberculosis Board, Tampa, Fla. 


Meeting on Cytology.—The Inter-Society Cytology Council will 
hold its second annual meeting Nov. 12 and 13 at the Hotel 
Statler, Boston. The Friday afternoon session will deal with 
prognosis in cancer of the cervix by histological and cytological 
techniques and the Saturday morning program, with new de- 
velopments in cytology. Saturday, 2-5 p. m., “Carcinoma in Situ 
of the Uterine Cervix” will be the subject of a round-table dis- 
cussion for which Dr. John R. McDonald, Rochester, Minn., 
will serve as chairman. The panel will consist of Drs. Gerald A. 
Galvin, Baltimore; Arthur T. Hertig and Joe V. Meigs, Boston; 
John L. McKelvey, Minneapolis; and James W. Reagan and 
Edward E. Siegler, Cleveland. 


Electrical Techniques in Medicine and Biology.—The seventh 
annual conference on Electrical Techniques in Medicine and 
Biology will be held at the Morrison Hotel, Chicago, Nov. 10 
to 12 under the sponsorship of the American Institute of Elec- 
trical Engineers, Institute of Radio Engineers, and the Instru- 
ment Society of America. Drs. Stanley A. Briller, New York, 
and Franklin D. Johnston, Ann Arbor, Mich., will participate 
in the Wednesday morning program on circulation and cardi- 
ology and Drs. Russell H. Morgan, Baltimore, and John F. 
Roach, Albany, N. Y., in the Thursday afternoon session on 
x-rays and instrumentation. Laboratory field trips have been 
arranged for the Argonne Cancer Research Hospital, Thursday, 
and the Argonne National Laboratory, Friday. 


Cardiologists Meet in Miami Beach.—The American College of 
Cardiology will hold its third interim scientific meeting at the 
Hotel Algiers, Miami Beach, Fla., Nov. 11 to 13. The meeting, 
which will be devoted to a symposium on diet in heart disease, 
will present four scientific sessions in the form of panel meet- 
ings and round-table conferences, concerned with diet in arterio- 
sclerotic and coronary artery disease; hypertension and hyper- 
tensive heart disease; congestive heart failure; and miscellaneous 
topics, including rheumatic fever, congenital heart disease, beri- 
beri, and other vitamin deficiencies. There will be a banquet 
Thursday, a luncheon Friday, and a social program. Further 
information may be obtained from the secretary of the college, 
Dr. Philip Reichert, 140 W. 57 St., New York 19. 


Meeting on Chest Diseases.—The Pacific Northwest chapter of 
the American College of Chest Physicians will meet jointly with 
the American Trudeau Society chapter in Portland, Ore., Nov. 
12 and 13. The scientific sessions will take place at the Univer- 
sity of Oregon Medical School Library, and a dinner, scheduled 
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for Friday, will be held at the Multnomah Hotel. Dr. Hurley L. 
Motley, Los Angeles, guest speaker, will present “Clinical 
Application of Pulmonary Function Studies” and “Recent Ad- 
yances in Inhalation Therapy.” Tuberculosis control officers of 
the northwest states and British Columbia will participate in a 
panel, “Communicability of Tuberculosis in Relation to Quaran- 
tine.” An x-ray conference concerning difficult problems in 
tuberculosis management will also be presented, in addition to 
papers on angiocardiography, indications for aortic valve surgery, 
and roentgen therapy for interthoracic neoplasms. 


Course in Inhalation Therapy.—The American Association of 
Inhalation Therapists will offer its annual course in inhalation 
therapy at the Hotel St. Clair, 162 E. Ohio St., Chicago 11, 
Nov. 8 to 12. Monday morning will be devoted to discussion 
of inhalation therapy in emergencies by Drs. Edwin R. Levine, 
Chicago Medical School; Albert H. Andrews Jr., St. Luke’s 
Hospital, Chicago; and Gordon M. Wyant, Stritch School of 
Medicine of Loyola University. On Tuesday at 9 a. m. Dr. 
Levine and Dr. Max S. Sadove, University of Illinois College 
of Medicine, Chicago, will discuss aerosols and aerosol tech- 
niques. Wednesday morning Drs. Raymond Rose and Rubin 
Balagot of the University of Illinois College of Medicine will 
present “Resuscitation: Cessation of Breathing Methods of 
Maintaining Ventilation and Reestablishing Rhythm of Respira- 
tion” and “Postoperative Emergencies.” At the Thursday morn- 
ing session Dr. Levine will consider “Apparatus and Techniques 
for the Use of Positive and Negative Pressures” and “Special 
Problems in the Treatment of the Older Patient.” At 3 p. m. 
there will be a symposium on technical problems. The Friday 
morning session will hear Dr. Albert H. Andrews Jr. discuss 
“Problems of Temperature and Humidity in Inhalation 
Therapy.” Round-table luncheons will be held daily at 12 noon. 


Meeting on Surgery of Trauma.—The American Association for 
the Surgery of Trauma will hold its 14th annual session Nov. 11 
to 13 at the Claridge Hotel, Atlantic City, N. J., under the 
presidency of Dr. Eslie Asbury, Cincinnati. The following in- 
vited presentations will be given: 
Bile Duct Rupture from External Blunt Force, Sidney Schaer, Buffalo. 
Experiences in the Management of Abdominal and Thoraco-Abdominal 
Injuries in Korea, Curtis P. Artz, San Antonio, Texas; Alvin W. 
Bronwell, Lubbock, Texas; and Yoshio Sako, St. Paul. 
Injuries of the Hand in Children, Joseph L. Posch, Detroit. 
Clinical Significance of Classification of Epiphysial Injuries at the 
Ankle, Charles O. Carothers, Cincinnati. 
Posterior Dislocation of the Shoulder, Joseph A. Dorgan, Brookline, 
Mass. 
Rehabilitation and the Reemployment Potential of the Amputee, Ben 
L. Boynton, Chicago. 
In addition, 25 speakers have been invited to participate in 
presentations with members of the association. The annual 
banquet (black tie preferred), Friday, 8 p. m., will be preceded 
by a cocktail hour. Toastmaster at the banquet will be Dr. 
William L. Estes Jr., Bethlehem, Pa., and speaker, Dr. Asbury. 
“Breeding a Kentucky Derby Winner,” color films of central 
Kentucky and newsreel films on the 1954 Kentucky Derby, 
will be shown. Ladies and guests are invited. 


Cardiac Conference in Denver.—The third annual Western 
Cardiac Conference will convene in Denver, Nov. 8 to 13, under 
the sponsorship of the Colorado Heart Association, Colorado 
State Department of Public Health, Fitzsimons Army Hospital, 
University of Colorado School of Medicine, and the Veterans 
Administration Hospital. Modern concepts of electrocardio- 
graphic interpretation will be considered at the VA hospital 
Nov. 8 to 10, and the clinical session on recent advances in 
cardiovascular disease will be held at the Cosmopolitan Hotel, 
Denver, Nov. 11 to 13. Guest speakers will include: 


Maurice M. Best, Louisville, Ky.: Sitosterol in Reduction of Serum 
Cholesterol. 

William H. Bunn, Youngstown, Ohio: Therapy of Rheumatic Fever 
and Community Planning. 

George C. Griffith, Pasadena, Calif.: Complications of Myocardial 
Infarction. 

Gordon B. Myers, Detroit: Electrolyte Problems. 

Myron Prinzmetal, Beverly Hills, Calif.: Coronary Artery Disease— 
Cardiac Arrhythmias. 

Henry A. Schroeder, St. Louis: Management of Hypertension. 

Paul D. White, Boston: Clues in Cardiovascular Diagnosis. 


On Wednesday at | p. m. a congenital heart clinic will be pre- 
sented at the hospital, and Thursday from 11 a. m. to 1:45 
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p. m. there will be a panel discussion and luncheon at the Shirley- 
Savoy Hotel. A luncheon and clinical pathological conference 
is scheduled for Friday from 12 noon to 2 p. m. at the Cosmo- 
politan Hotel, where there will be a hospitality hour and dinner 
at 6 p. m. Dr. White will have as his subject “Personal Experi- 
ences in Cardiology.” 





American Association of Medical Clinics.—The fifth annual 
session of the American Association of Medical Clinics will 
convene at the Jung Hotel, New Orleans, Nov. 12 to 14, under 
the presidency of Dr. Wayne Gordon, Billings, Mont. At 11:10 
a.m. Friday Mr. Charles E. Crompton, assistant director, Isotope 
Division, U. S. Atomic Energy Commission, Oak Ridge, Tenn., 
will outline requirements for clinical use of isotopes, after which 
Mr. George W. Cooley, A. M. A. Council on Medical Service, 
will present a progress report on the joint survey on group 
practice study by the A. M. A. and the A. A. M. C. Dr. Warren 
F. Draper, executive medical officer, United Mine Workers of 
America Welfare and Retirement Fund, Washington, D. C., will 
be guest speaker at the luncheon, 12:30 p. m., after which the 
presidential address will be delivered. At 5:30 p. m. there will 
be a cocktail hour (courtesy of Ochsner and Browne-McHardy 
clinics). At 8:30 a. m. Sunday there will be a workshop on pro- 
fessional problems; at 9:30 a. m., a paper on basic principles in 
clinic building planning; and at 10 a. m., a panel on medical 
records in group practice. Participants in the panel will include 
Dr. Robert M. Hoyne, Urbana, IIl.; Dr. Thomas A. Lebbetter, 
Winnipeg, Canada; and Mrs. Adaline C. Hayden, R.R.L., associ- 
ate editor, Standard Nomenclature of Diseases and Operations, 
American Medical Association, Chicago. The 12:30 luncheon, 
at which Mr. Frank E. Smith, director, Blue Shield Medical Care 
Plans, Chicago, will present “Historical Development of Blue 
Shield and Its Current Problems,” will be followed by a paper 
on investigative activities in clinics and a panel on methods of 
determining professional incomes in group practice. 


Southern Medical Association.—The Southern Medical Associ- 
ation will hold its 48th annual meeting in St. Louis, Nov. 8 
to 11, with general headquarters at the Kiel Municipal Audi- 
torium. The opening assembly, a public session, will be held 
Monday, 10 a. m., at the Jefferson Hotel. Addresses of welcome 
will be delivered by the Hon. Raymond A. Tucker, mayor of 
the city of St. Louis; Dr. Raymond O. Muether, St. Louis, 
president, St. Louis Medical Society; and Dr. Harold E. Petersen, 
St. Joseph, president, Missouri State Medical Association. The 
award of merit from the American Medical Education Founda- 
tion to the Southern Medical Association will be presented by 
Dr. Frank L. Chenault, Decatur, Ala., president-elect of the 
Medical Association of the State of Alabama. Dr. Alphonse 
McMahon, St. Louis, president, Southern Medical Association, 
will present “The Doctor and the Public,” after which Dr. 
Elmer Hess, Erie, Pa., President-Elect, American Medical Asso- 
ciation, will have as his subject “Let’s Have the Facts.” At the 
general session Wednesday, 8 p. m., an award will be presented 
to Dr. and Mrs. Marye Y. Dabney, retiring as editor and assistant 
editor of the Southern Medical Journal. Tuesday afternoon there 
will be a symposium on medical hypnosis. The section on neur- 
ology and psychiatry will have a symposium on the electro- 
encephalogram in psychiatry Wednesday morning. The section 
on pediatrics will close its session with a clinical pathological 
conference, “The Problem of Diagnosis of the Cause of Death 
in the Newborn,” Wednesday afternoon. The section on pathol- 
ogy has scheduled a symposium, “Diseases of Lymph Nodes: 
Their Diagnosis and Treatment,” for Wednesday, 8:30 a. m. 
The section on gynecology will open its sessions at the Kiel 
Municipal Auditorium Monday, 1:30 p. m., with a symposium 
on hysterectomy. “New Horizons in Cancer” will be the subject 
of the address of Dr. John R. Heller, director, National Cancer 
Institute, Bethesda, Md., at the dinner meeting Tuesday, 7 p. m., 
of the Southern Society of Cancer Cytology. The St. Louis 
University School of Medicine alumni will sponsor a reception 
to honor Dr. McMahon Tuesday, 6-7:30 p. m., in the St. Louis 
University School of Commerce and Finance lounge, 3674 
Lindell Blvd. The annual golf tournament will be held at the 
Norwood Hills Country Club, St. Louis, Tuesday and Wednes- 
day, and the association dinner and dance will be given at the 
Jefferson Hotel, Wednesday, 7 p. m. The Woman's Auxiliary 
will meet concurrently. 
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Prevalence of Poliomyelitis—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories and 
possessions in the weeks ended as indicated: 


Oct. 9, 1954 
_— 





‘ 
Total Oct. 10, 
Paralytic Cases 1953, 
Area Type Reported Total 
New England States 
LE hed Lehenciieesedtecsmawne 7 16 19 
Pe IR ic cncesncncnvobenbee it 4 v 
Gh dnc wiwinerrewtescrntwds 2 5 7 
ID 6 i.sdscncccdanctccancde 12 66 36 
IR docddeetatscccestonus os 7 14 
Co re 4 19 12 
Middle Atlantic States 
icant adesrdhduetadadcexceste 46 129 131 
RE ir ee a ee 33 58 45 
tic diccvecndurekseceees oe 116 76 
East North Central States 
MT idévdectabelalscndcoudourwsee 28 173 126 
ti enatibekdes Kenesccbunte cus? 17 46 15 
REE a ere PE Re 77 154 48 
Pid i adedivntwantantucearens 31 83 89 
I ictidkccdascuckddswomassasse 7 39 46 
West North Central States 
I vctaveodeuintouscvcessee¥s 8 29 74 
Piiciecasddibetavesesdincaseseeed 12 45 21 
Rd Gist pnbacoinasxebedeuods 20 40 18 
PE  cccscutdeidcineiemseune ar 6 6 
as 6 tac ink oo ah aaa aeeenens res 1 4 
er: Serer rr rer 7 23 5 
ie aa aesededddeawenecueinnece 9 33 15 
South Atlantic States 
oc detedenyieesessUpeeege 7 9 1 
ash er ebinavedrewhetvesee ty 13 2 26 
District of Columbia........ cconneee 4 4 1 
edibbsta b066crbntewenedivedes 17 32 15 
ies saci cencvrarbecenees 10 22 19 
Pe Oc vcccecesncbeseseeees 11 31 10 
IDS. ouinccverddatteoeeees 7 12 5 
Sa Dae dd cdvdencnshateacacceed 8 25 x 
baie haptic knrdssecabeverniteunt 47 83 46 
East South Central States 
Ns cccde case cetiavecesavnesin 28 47 7 
ins écdcscvoccvccepeteticanens vi 21 11 
BE cacevcedriiner benexeterenbes 4 10 7 
Pv nccccccdrcsancsbecewerdrs 3 11 2 
West South Central States 
EE onic cctuds Cibaeed Aiores es 5 12 7) 
Doi onc ccctctcrtedseecsenaioe 14 19 19 
RS ccc cesetececanesusensett Ss 7 12 
eer T ee rey rere rr rer Tt 22 63 22 
Mountain States 
MONtaMNA........ sce eeecececrereeveeee 2 il 12 
fonds cewadeedehe coebereeeends 5 3 
WYOMING....2..ccccccccccccccccccese 1 10 4 
Ce adicksscvtcessertevescecceene 9 18 4 
TIO TG cose cccvcoccsescacceeeves 3 16 2 
Bian 6 v:.n00060cesescbctevcevscese 1 18 
I ed os'nd nse ewebna coaseucenwasy es 13 1 
Ns Fi oe vn sony eeenbnentt cap eess 8 3 
Pacifie States 
NOTES i ois oc cdcceccdoessesecees 19 32 20 
DR cctrcdcccctctosversicsvecvces 7 13 12 
I ede whaers tncstasesarasetees 71 115 186 
Territories and Possessions 
od. ceed ekarekonr ty <rnwewiie 3 7 ° 
I cate edscwosnttet cs Vad neeoneden 2 3 
 icsscnesstusstiasvesctied 
as ond sdeies snerete avn 644 1,768 1,287 


CORRECTIONS 
Treatment of Burns.—-In the editorial on this subject in THE 
JouRNAL, Oct. 16, page 722, the solution of dextrose mentioned 
in the 10th line of the second column should have been 5% 
instead of 50%. 


Medical Etymology.—In the editorial by this title in THE Jour- 
NAL, Oct. 16, 1954, page 723, footnote 3 should have been Jaeger, 
E. C.: A Source-Book of Medical Terms, Springfield, Ill., Charles 
C Thomas, Publisher, 1953. 





J.A.M.A., Nov. 6, 1954 





MEETINGS 





AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1954 Clinical Meeting, Miami, Fla., Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 

1956 Annual Meeting, Chicago, June 11-15. 

1956 Clinical Meeting, Seattle, Nov. 27-30. 


NATIONAL MEDICAL PUBLIC RELATIONS CONFERENCE, McAllister Hotel, 
Miami, Fla., Nov, 28. Mr. Leo E. Brown, 535 North Dearborn Si. Chi- 
cago 10, Director. 


AMERICAN ACADEMY OF DENTAL MEDICINE, Hotel Statler, New York, 
Dec. 5. Dr. William M. Greenhut, 124 East 84th St., New York 28, 
Secretary. 

AMERICAN ACADEMY OF DERMATOLOGY AND SyYPHILOLOGY, Palmer House, 
Chicago, Dec. 4-9. Dr. J, E. Rauschkolb, P. O. Box 6565, Cleveland 1, 
Secretary. 

AMERICAN ACADEMY OF OBSTETRICS AND GYNECOLOGY, Palmer House, 
Dec. 14. Dr. Paul Hodgkinson, 116 South Michigan Ave., Chicago 3, 
Secretary. 

AMERICAN ASSOCIATION OF MEDICAL CLINICS, Jung Hotel, New Orleans, 
Nov. 12-14. Dr. Arthur H. Griep, 420 Cherry St., Evansville, ind., 
Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Hotel Claridge, At- 
lantic City, N. J., Nov. 11-13. Dr James K. Stack, 700 North Michigan 
Blvd., Chicago 11, Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY, Interim Meeting, Algiers Hotel, Miami 
Beach, Fla., Nov. 11-13. Dr. Philip Reichert, 140 West 57th St., New 
York 19, Secretary. 

AMERICAN COLLEGE OF SURGEONS, Convention Hall, Atlantic City, N. J., 
Nov. 14-19. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
Secretary. 

AMERICAN CONGRESS ON OBSTETRICS AND GYNECOLOGY, Palmer House, 
Dec. 13-17. Dr. R. Gordon Douglas, 116 South Michigan Ave., Chicago 
3, General Chairman. 

AMERICAN DENTAL ASSOCIATION, Miami, Fla., Nov. 8-11. Dr. Harold Hillen- 
brand, 222 East Superior St., Chicago 11, General Secretary. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Hote! Statler, 
Washington, D. C., Nov. 29-Dec. 1. Dr. Robert E. Bitner, Armed Forces 
Institute of Pathology, Washington 25, D. C., Secretary. 

ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFFiIcers, Hotel Wash- 
ington, Washington, D. C., Dec. 6-10. Dr. Franklin D. Yoder, State 
Board of Health, Cheyenne, Wyo., Secretary. 

CONFERENCE ON MYASTHENIA Gravis, University of Pennsylvania School 
of Medicine, Philadelphia, Dec. 8-9. Mrs. Agnes K. Peterson, 2 East 
103rd St., New York 29, Executive Director. 

GERONTOLOGICAL Society, University of Florida, Gainesville, Fla., Dec. 
28-30. Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 

INDUSTRIAL HYGIENE FOUNDATION OF AMERICA, Mellon Institute, Pittsburgh, 
Nov. 17-18. Dr. C. Richard Walmer, Melion Institute, Pittsburgh 13, 
Managing Director. 

INTER-SOciETY CYTOLOGY COUNCIL, Statler Hotel, Boston, Nov. 12-13. Dr. 
John B. Graham, 32 Fruit St., Boston, Chairman, Program Committee. 

MEDIcAL SOCIETY EXECUTIVES CONFERENCE, Everglades Hotel, Miami, Fia., 
Nov. 29. Mr. William H. Bartleson, 3036 Gillham Road, Kansas City 8, 
Mo., Secretary. 

Post-GraDuaTE Ciinic, Michigan Academy of General Practice, Sheraton- 
Cadillac Hotel, Detroit, Nov. 10-11. Dr. F. P. Rhoades, 970 Macca- 
bees Bldg., Detroit 2, Chairman. 

Puerto Rico MEeEpIcAL ASSOCIATION, Santurce, Dec. 8-12. Dr. Luis R. 
Guzman-Lopez, Box 9111, Santurce, Secretary. 

RADIOLOGICAL SOCIETY OF NORTH AMERICA, Biltmore Hotel, Los Angeles, 
Dec. 5-10. Dr. Donald S. Childs, 713 East Genesee St., Syracuse 2, 
N. Y., Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Michigan, Grand Rapids, Dec. 4. Dr. H. Marvin Pollard, 1313 East 
Ann St., Ann Arbor, Governor. 

Western New York, Syracuse, Nov. 19. Dr. Edward C. Reifenstein, 
109 South Warren St., Syracuse 2, Governor. 

SEABOARD MEDICAL ASSOCIATION, Hotel Cherry, Wilson, N. C., Nov. 14-16. 
Dr. James M. Habel Jr., 191 Bosley Ave., Suffolk, Va., Secretary. 
SOUTHERN MEDICAL ASSOCIATION, St. Louis, Nov. 8-11. Mr. C. P. Loranz, 

1020 Empire Bidg., Birmingham 3, Ala., Secretary. 

SOUTHERN SOCIETY OF CANCER CyTOLOGY, St. Louis, Nov. 8-11. Dr. J. 
Ernest Ayre, 1155 N.W. 14th St., Miami, Fla., Secretary. 

SOUTHERN SURGICAL ASSOCIATION, Hollywood Beach Hotel, Hollywood, 
Fla., Dec. 7-9. Dr. George G. Finney, 2947 St. Paul St., Baltimore 13, 
Secretary. 
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SOUTHWESTERN MEDICAL ASSOCIATION, Hotel Paso del Norte, El Paso, 
Texas, Nov. 17-19. Dr. Celso C. Stapp, 800 Montana St., El Paso, 
Texas, Secretary. 

WESTERN SURGICAL AssOcIATION, The Broadmoor, Colorado Springs, Colo., 
Dec. 2-4. Dr. Michael L. Mason, 154 East Erie St., Chicago 11, Secre- 
tary. 

FOREIGN AND INTERNATIONAL 

COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25, 1955. Mr. J. H. Harley Williams, 
Tavistock House North, Tavistock Square, London, W.C.1, England, 
Secretary General. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsycHOLoGy, Lon- 
don, England, July 18-23, 1955. Dr. C. B. Frisby, National Institute of 
Industrial Psychology, 14 Welbeck St., London, W.1, England, President. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF PsYCHOTECHNOLOGY, London, 
England, July 18-23, 1955. For information write: Dr. C. B. Frisby, 
Director, National Institute of Industrial Psychology, 14 Welbeck St., 
London, W. 1, England. 

CONGRESS OF THE INTERNATIONAL DIABETES FEDERATION, Cambridge, 
England, July 4-8, 1955. Mr. James G. L. Jackson, 152 Harley St., 
London, W.1, England, Executive Secretary General. 

EUROPEAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17, 1955. Dr. H. van Swaay, Pieter Bothstraat 12, The 
Hague, Netherlands, Secretary. 

HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29, 1955. Mr. P. Arthur Wells, Royal Sanitary Insti- 
tute, 90 Buckingham Palace Road, London, S.W.1, England, Secretary. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary-General. 

INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SuRGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955. 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Il., U. S. A, 
Secretary. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30, 1955. 
Prof. Gaston Cordier, 45, rue des Saints-Péres, Paris 6°, France, 
Secretary-General. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6, 
1955. Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary- 
General. 

INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31, 1955. Professor Hauduroy, 19 rue Cesar Roux, 
Lausanne, Switzerland, Secretary-General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 4-10, 
1955. For information write: Dr. Carroll, 28 Weymouth St., London, 
W.1, England. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Luxem- 
burg, Luxemburg, Nov. 7-12, 1954. Colonel A. R. Vernengo, Direcion 
General de Sanidad Militar, Pozos 2045, Buenos Aires, Argentina, S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF PLasTIC SuRGERY, Stockholm, Sweden, Aug. 
1-4, 1955, and Uppsala, Sweden, Aug. 5, 1955. Dr. Tord Skoog, Uppsala, 
Sweden, General Secretary. 

INTERNATIONAL Hosprtat Conoress, Lucerne, Switzerland, May 30-June 3, 
1955. Capt. J. E. Stone, International Hospital Federation, 10 Old 
Jewry, London, E.C.2, England, Hon. Secretary. 

INTERNATIONAL SOCIETY OF AUDIOLOGY, Special Congress, Buenos Aires, 
Argentina, S. A., Nov. 26-30, 1954. For information write: Dr. Aldo 
G. Remorino, “% Direccion General de Politica Sanitaria Internacional, 
Paseo Colon 367, 10° Piso, Buenos Aires, Argentina, S. A. 

INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23-26, 
1955. Dr. Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, 
U. S. A., Secretary-General. 

INTERNATIONAL SYMPOSIUM ON CARDIOVASCULAR SurGERY, Henry Ford 
Hospital, Detroit, Michigan, U.S.A., March 17-19, 1955. Dr. Conrad R. 
Lam, 2799 West Grand Boulevard, Detroit 2, Michigan, U.S.A., Chair- 
man of Program Committee. 

Japan Mepicat Conoress, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary-General. 

LaTIN AMERICAN CONGRESS OF PuysicaL MEDICINE, Lima, Peru, S. A., Feb. 
14-19, 1955. Dr. Cassius Lopez de Victoria, 176 East 7ist St., New 
York 21, N. Y., U. S. A., Executive Director. 

MippLeE East MEDICAL ASSEMBLY, Campus of American University of 
Beirut, Beirut, Lebanon, April 22-24, 1955. Dr. John L. Wilson, Ameri- 
can University of Beirut, Beirut, Lebanon, Chairman. 

NATIONAL CONGRESS OF TUBERCULOSIS AND Silicosis, Mexico, D.F., 
Mexico, Jan. 23-29, 1955. Dr. Jose Nava Gonzalez, Balderas 32-312, Ap. 
Postal 7267, Mexico, D.F., Mexico, Secretary General. 

NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17, 1955. Dr. 
R. D. Hoare, National Hospital, Queen Square, London, W.C.1, Eng- 
land, Secretary. 

PAN-AMERICAN ACADEMY OF GENERAL Practice, Lima, Peru, S. A., Feb. 

11-25, 1955. Dr. Arturo Martinez, 54 East 72nd St., New York 21, 

N. Y., U. S. A., Secretary. 
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PAN AMERICAN CONGRESS OF ENDOCRINOLOGY, Santiago, Chile, S. A., Nov. 
21-27, 1954. Dr. Arturo Atria, Casilla 70-D, Santiago, Chile, S. A., 
Secretary-General. 

Wor_p Mepicat Association, Vienna, Austria, Sept. 20-26, 1955. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 

NATIONAL BoarD OF MEDICAL EXAMINERS: Parts I and II in 1955. Feb. 1-2, 
April 19-20 (Part II only), June 21-22, Sept. 6-7 (Part I only). Candi- 
dates may file applications at any time, but the National Board must 
receive them at least six weeks before the date of the examination. New 
candidates should apply by formal registration; registered candidates 
should notify the board by letter and forward their fees. Exec. Sec., 
Dr. John B. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 15. Final date for 
filing applications is Jan. 15. Oral. Colorado Springs, March 27-31. New 
York City, Oct. 23-27. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., 
Hartford 15. 

AMERICAN BOARD OF INTERNAL MEDICINE: Oral. New Orleans, Feb. 1-4; 
Philadelphia, May 4-5; Washington, D. C., May 6-7; Portland, Ore., 
Sept. 14-16; Chicago, Nov. 30-Dec. 1. Exec. Sec., Dr. William A. Wer- 
rell, 1 West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, November. 
Final date for filing application was Nov. 1. Sec., Dr. Leonard T. 
Furlow, 600 S. Kingshighway, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I, Written Ex- 
amination and Review of Case Histories. Various cities of the United 
States, Canada and military centers outside the continental United 
States, Feb. 4. Final date for filing applications was Oct. 1. Part II, 
Oral Examination. Chicago, May 12-20. Sec., Dr. Robert L. Faulkner 
2105 Adelbert Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Practical examinations, 1954. New 
York City, Dec. 5-9. Written, 1955. Various cities, Jan. 24-25. Final 
date for filing application was July 1, 1954. Practical examinations, 1955. 
Philadelphia, June 10-15; Chicago, Oct. 9-14. Sec., Dr. Edwin B. Dunphy, 
56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SuRGERY: Part J. Various locations, 
April. Final date for filing applications is November 30. Part II. Los 
Angeles, Jan. 27-28. Sec. Dr. Harold A. Sofield, 122 South Michigan 
Ave., Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Richmond, Va., March 6-10. Sec., 
Dr. Dean M. Lierle, University Hospital, lowa City. 

AMERICAN BoarD OF PATHOLOGY: Miami, Nov. 29-Dec. 1. Sec., Dr. Wil- 
liam B. Wartman, 303 E. Chicago Ave., Chicago 11. 

AMERICAN BoOarD OF PeEpiaTrRics: Written. Selected locations, Jan. 14. 
This is the only written examination which will be given during 1955. 
Oral. New Haven, Dec. 3-5; New Orleans, March 4-6; Detroit, April 
8-10; New York City, June 10-12; Chicago, Oct. 7-9; and Washington, 
D. C., Dec. 2-4. Admin. Sec., Mrs. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Philadel- 
phia, June 5-6. The final date for filing applications is March 1. Sec., 
Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago 2. 

AMERICAN BOARD OF PLASTIC SURGERY: May, 1955. Final date for filing case 
reports is Jan. 1. Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing 
Ave., St. Louis 8. 

AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: New York, Dec. 13-14; 
New Orleans, Feb. 28-March 1, 1955; San Francisco, mid-October, 
1955; New York City, December, 1955. Sec., Dr. David A. Boyd, 102- 
110 Second Ave. S.W., Rochester, Minnesota. 

AMERICAN BoOarRD OF RaproL_oGy: Chicago, week of May 22; week of 
Dec. 4. Final date for filing applications for the spring examination is 
Dec. 1. Those candidates who will complete the required three years’ 
training by June 30, 1955, will be eligible to appear for examination 
in May, and those candidates who will complete their training by Dec. 
31, 1955, will be eligible to appear for examination in the fall. Sec., 
Dr. B. R. Kirklin, 429 First National Bank Bidg., Rochester, Minn. 

AMERICAN BoarD OF SuRGERY: Part I. March 30. Part II. New York City, 
Nov. 11-12; Kansas City, Kan., Dec. 13-14; New Orleans, Jan. 17-18; 
Baltimore, Feb. 14-5; Cincinnati, March 14-15; San Francisco, April 
18-19; Boston, May 16-17; Philadelphia, June 13-14. Sec., Dr. John B. 
Flick, 255 §S. Fifteenth St., Philadelphia 2. 


THE BoarD OF THORACIC SURGERY: Written. February. Final date for filing 
applications is Jan. 1. Sec., Dr. Wm. M. Tuttle, 1151 Taylor Ave., 
Detroit 2. 
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J.A.M.A., Nov. 6, 1954 


DEATHS 


Miller, Edgar Calvin LeRoy ® Richmond, Va.; born in Ludlow, 
Mass., Aug. 24, 1867; University of Michigan Department of 
Medicine and Surgery, Ann Arbor, 1894; spent five years as a 
medical missionary in India; formerly professor of bacteriology 
and biochemistry, Medical College of Virginia, where he was 
at one time dean, and in 1930 became librarian and retired in 
1947 with the title of librarian emeritus; a collaborator on 
revision of the “American Illustrated Medical Dictionary” until 
two years ago; died in San Diego July 21, aged 87, of hypostatic 
pneumonia, arteriosclerosis, and cerebral hemorrhage. 


Green, Crawford Richmond, Troy, N. Y.; born in Troy, Sept. 8, 
1881; New York Homeopathic Medical College and Hospital, 
New York, 1906; specialist certified by the American Board of 
Internal Medicine; fellow of the American College of Physicians; 
medical director of the James A. Eddy Memorial Foundation; 
for many years staff physician at Emma Willard School and at 
the infirmary at Russell Sage College, where he was a trustee; 
trustee of the public library of Troy; affiliated with the Samaritan 
Hospital, where he died Aug. 16, aged 72, of cerebral hemor- 
rhage and hypertension. 


Baker, James S., Evansville, Ind.; Louisville (Ky.) Medical 
College, 1904; died Aug. 17, aged 79, of cerebral hemorrhage. 


Benson, Arthur George, LaCrosse, Wis.; Marquette University 
School of Medicine, Milwaukee, 1913; died Aug. 16, aged 73, 
of arteriosclerotic heart disease and cardiac decompensation. 


Buckley, Ernest Parker © Jeffersonville, Ind.; University of 
Louisville (Ky.) School of Medicine, 1912; member of the 
American Society of Anesthesiologists; formerly member of the 
Clark County Board of Health; on the staff of the Clark County 
Memorial Hospital, where he died Sept. 4, aged 64, of hyper- 
tensive heart disease and Hodgkin’s sarcoma of lung with 
metastasis. 


Christofferson, Henry H. © Colby, Wis.; St. Louis University 
School of Medicine, 1902; past president of the state board of 
medical examiners; served as councilor of the Ninth District of 
the State Medical Society of Wisconsin; died Sept. 1, aged 79. 


Friedburg, George Henry @ Elizabeth, N. J.; Georgetown 
University School of Medicine, Washington, D. C., 1929; on 
the staffs of St. Elizabeth and Alexian Brothers hospitals; died 
Aug. 21, aged 52, of coronary occlusion and rheumatic heart 
disease. 


Furlonge, Henry Rowland Fox, Jersey City, N. J.; Howard 
University College of Medicine, Washington, D. C., 1926; died 
in the Jersey City Medical Center Sept. 1, aged 69, of cerebral 
hemorrhage and hypertension. 


Garside, Arthur Alphonsus ® Davenport, Iowa; St. Louis Uni- 
versity School of Medicine, 1922; member of the Industrial 
Medical Association; fellow of the American College of Sur- 
geons; past president of the Scott County Medical Society; 
served during World War I; one of the founders of the Central 
Clinic; on the staff of the Mercy Hospital; died Aug. 26, aged 
58, of myocardial infarction. 


Gutmann, John Henry @ Albany, N. Y.; Albany Medical 
College, 1902; an Associate Fellow of the American Medical 
Association; associate in surgery at his alma mater; associate 
attending surgeon at the Albany Hospital; died Aug. 12, aged 77, 
of arteriosclerosis. 


Hancock, Ernest Wilberforce @ Lincoln, Neb.; Northwestern 
University Medical School, Chicago, 1917; specialist certified 
by the American Board of Pediatrics; served with the Canadian 
Army during World War I; member of the American Academy 
of Pediatrics; instructor in pediatrics at the University of 
Nebraska College of Medicine in Omaha; affiliated with Lincoln 





@ Indicates Member of the American Medical Association. 


General, Bryan Memorial, and the Nebraska Orthopedic hos- 
pitals; director of the Division of Services for Crippled Children; 
died July 26, aged 60, of coronary thrombosis. 


Hawkins, David Bittle, Atlanta, Ga.; Atlanta College of Physi- 
cians and Surgeons, 1913; served during World War I; died Aug. 
9, aged 68, of hypertension and probable cerebral hemorrhage. 


Hermann, Maurice Ernest, Coral Gables, Fla.; Medizinische 
Fakultat der Universitat, Vienna, Austria, 1925; chief of the 
neuropsychiatric service at the Veterans Administration Hospital; 
died July 22, aged 53, of chronic nephritis. 


Hodgdon, Edwin Pickering ® Lakeport, N. H.; University of 
Vermont College of Medicine, Burlington, 1891; for two terms 
a member of the board of health; for many years on the staff 
of the Laconia (N. H.) Hospital, where he died Aug. 19, aged 87, 


Hooper, G. Herbert, Bridgeport, Conn.; Boston University 
School of Medicine, 1929; affiliated with the Bridgeport Hospital: 
died Aug. 29, aged 63, of probable acute coronary thrombosis, 


Hubbard, Otto Emil @ Brainerd, Minn.; University of Minnesota 
Medical School, Minneapolis, 1929; died in Des Moines, Iowa, 
July 24, aged 55, of coronary occlusion. 


Hulett, Ralph Wilson, Glendale, Calif.; Hahnemann Medical 
College and Hospital, Chicago, 1909; died Aug. 26, aged 68, of 
uremia, chronic pyelonephritis, and congestive heart failure. 


Johnston, Walter Lee ® Princeton, W. Va.; University College 
of Medicine, Richmond, 1899; past president and secretary of 
the McDowell County Medical Society; died Aug. 26, aged 82, 
of heart failure. 


Kroner, Karl Moritz, Yonkers, N. Y.; Friedrich-Wilhelms- 
Universitat Medizinische Fakultat, Berlin, Prussia, Germany, 
1904; served with the medical corps of the German army during 
World War I; died Aug. 6, aged 75, of cerebral hemorrhage 
and hypertension. 


Lowe, George Ellsworth, Indianapolis; Homeopathic Medical 
College of Missouri, St. Louis, 1903; formerly on the staff of 
the Methodist Hospital; died Aug. 22, aged 79, of coronary 
occlusion. 


McCarthy, Francis Justin @ San Francisco; Stanford University 
School of Medicine, San Francisco, 1915; at one time police 
surgeon; served overseas during World War I; died in St. Mary's 
Hospital June 16, aged 67. 


McDermott, John Benedict © Brooklyn; Long Island College 
Hospital, Brooklyn, 1929; on the staffs of St. John’s and St. 
Mary’s hospitals; died suddenly, Sept. 18, aged 50. 


Macfarlane, P. Harvie © Chisholm, Minn.; University of Minne- 
sota Medical School, Minneapolis, 1926; on the staff of the 
Hibbing (Minn.) General Hospital; died July 19, aged 59, of 
carcinoma of the lung. 


Mackechney, Laurie ® Wichita Falls, Texas; Medical Depart- 
ment of Tulane University of Louisiana, New Orleans, 1895; 
served as superintendent of the Wichita Falls State Hospital and 
was one of the organizers of the Northwest Texas Clinic; died 
in the Wichita General Hospital May 31, aged 83, of peripheral 
vascular failure and hypostatic pneumonia. 


McLister, Waldo A. L., Brighton, Tenn.; St. Louis College of 
Physicians and Surgeons, 1923; died in the Baptist Hospital, 
Memphis, July 9, aged 65, of pulmonary emphysema. 


Macomber, Curtis Howard, Belfair, Wash.; University of Louis- 
ville (Ky.) School of Medicine, 1938; served during World War 
II; died Aug. 14, aged 50, of a heart attack. 


MacQueen, James William, Birmingham, Ala.; Rush Medical 
College, Chicago, 1926; assistant professor of psychiatry at the 
University of Alabama School of Medicine; served as medical 
director of the Hillman Hospital and later appointed in charge 
of the Hillman and Jefferson hospitals when the two county 
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hospitals merged; under the pen name of James Edwards, wrote 
many books; died Sept. 8, aged 54, of pulmonary embolism and 
arteriosclerosis. 


Malone, John Thomas Jr. ® Tucson, Ariz.; National University 
of Arts and Sciences Medical Department, St. Louis, 1916; 
served during World War II; died in the Veterans Administration 
Hospital Aug. 9, aged 63, of coronary thrombosis. 


Margotta, Henry Joseph ® New Rochelle, N. Y.; Long Island 
College Hospital, Brooklyn, 1926; city physician; served during 
World War II; on the staff of the New Rochelle Hospital, where 
he died Aug. 17, aged 53, of bronchogenic carcinoma with 
metastasis to the brain. 


Mayer, Stephen ® Woodside, N. Y.; L.R.C.P., of Edinburgh, 
L.R.C.S., Edinburgh, and L.R.F.P. & S., of Glasgow, Scotland, 
1938; affiliated with the Cumberland Hospital in Brooklyn; died 
Aug. 16, aged 58, of coronary disease. 


Mead, Frank Nathan © Cedar Falls, Iowa; State University of 
lowa College of Medicine, Iowa City, 1893; University of 
Pennsylvania Department of Medicine, Philadelphia, 1895; died 
in the Sartori Memorial Hospital May 5, aged 85, of coronary 
occlusion. 


Mehl, Edward Henry ® Buffalo; University of Buffalo School 
of Medicine, 1911; served on the staffs of the Sisters of Charity 
Hospital and the Deaconess Hospital; died Aug. 17, aged 70, 
of coronary thrombosis. 


Meyst, Charles Henry, Milwaukee; Milwaukee Medical College, 
1902; for many years affiliated with the Veterans Administration 
Hospital in Wood, where he died July 17, aged 78, of cardiac 
insufficiency due to myocardial infarction. 


Millard, Allen LaMont @ Marshfield, Wis.; Rush Medical 
College, Chicago, 1928; served during World War II; on the 
staff of St. Joseph’s Hospital; for many years associated with the 
Marshfield Clinic; died July 14, aged 53, of acute pulmonary 
edema and chronic myocarditis. 


Moore, Simon @ Brooklyn, N. Y.; Tulane University of Louisi- 
ana School of Medicine, New Orleans, 1924; member of the 
American Psychiatric Association; senior supervisory psychiatrist 
in charge of the female reception center, Brooklyn State Hos- 
pital; died in the University Hospital, New York City, Aug. 25, 
aged 56, of infectious hepatitis. 


Morris, Jesse, Pearson, Ga.; University of Georgia Medical 
Department, Augusta, 1913; chairman of the Atkinson County 
Board of Health since its organization; served in the state legis- 
lature from 1930 to 1932 and in the state senate for one year, 
1933-1934; formerly mayor; died in the Ware County Hospital, 
Waycross, July 26, aged 65, of acute coronary occlusion. 


Morris, Laird Monterey ® San Francisco; University of Califor- 
nia Medical School, San Francisco, 1916; served during World 
War I; at one time an officer in the regular Navy; died in St. 
Mary’s Hospital Aug. 19, aged 64, of ruptured arteriosclerotic 
aneurysm of abdominal aorta. 


Murphy, Edwin R. F., Shorewood, Wis.; Milwaukee Medical 
College, 1903; at one time a medical missionary in Alaska; 
served during World War I; died in Milwaukee July 19, aged 78, 
of coronary arteriosclerosis and hypertension. 


Myers, William Cleveland, Dana, Ind.; University of Louis- 
ville (Ky.) Medical Department, 1911; served during World 
War I; county health officer; died Sept. 5, aged 65, of coronary 
disease, 

Nast, Ernest Henry ® Soquel, Calif.; Chicago College of 
Medicine and Surgery, 1914; died Aug. 26, aged 68, of chronic 
myocarditis with insufficiency. 


Norris, Urban H. ® Van Nuys, Calif.; University of Nebraska 
College of Medicine, Lincoln, 1882; member of the Utah State 
Medical Association; formerly associated with the Indian 
Service; died Aug. 9, aged 98, of cardiac failure. 


Peattie, Sophie Eliza Bennett, Peoria, Ill.; State University of 
lowa College of Homeopathic Medicine, lowa City, 1890; died 
in St. Francis Hospital Sept. 5, aged 88, of comminuted inter- 
trochanteric fracture of the right femur. ° 
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Pettibone, Ralph Summer, St. Petersburg, Fla.; University of 
Buffalo School of Medicine, 1906; for many years with the New 
York State Department of Mental Hygiene; served on the staffs 
of the Craig Colony in Sonyea, Willard (N. Y.) State Hospital, 
and Letchworth Village in Thiells, N. Y.; died Aug. 17, aged 71, 
of carcinoma of the lung. 


Reid, Edward Wilson, Flagler, Colo.; Washington University 
School of Medicine, St. Louis, 1901; died July 10, aged 78, of 
osteogenic sarcoma. 


Reynolds, Charles Waugh © Covington, Ky.; Medical College 
of Ohio, Cincinnati, 1894; served as health officer of Covington 
and as president of the board of education; died in St. Elizabeth 
Hospital Aug. 9, aged 82. 


Rosenberg, John H., Indianapolis; Eclectic Medical College of 
Indiana, Indianapolis, 1904; died Aug. 4, aged 72, of carcinoma 
of the tongue. 


Roth, Leo Lipot © Schroon Lake, N. Y.; Columbia University 
College of Physicians and Surgeons, New York, 1913; specialist 
certified by the American Board of Orthopaedic Surgery; mem- 
ber of the American Academy of Orthopaedic Surgeons; on the 
staffs of the Hospital for Joint Diseases and Mount Sinai and 
Sydenham hospitals; died Aug. 29, aged 70. 


Seemann, Carl August, Miller, S. D.; St. Louis College of 
Physicians and Surgeons, 1899; formerly practiced in Tulare, 
where he was president of the school board, city treasurer, and 
city health officer; died Aug. 9, aged 85, of myocarditis. 


Sherrick, Wilmore Rumbaugh, Lanexa, Va.; Medical College of 
Virginia, Richmond, 1917; died in Richmond Aug. 15, aged 60, 
of a heart attack. 


Snyder, Abram Elias ® New Milford, Pa.; Jefferson Medical 
College of Philadelphia, 1889; past president and secretary of 
the Susquehanna County Medical Society; chairman of the board 
of directors of the Grange National Bank; died July 7, aged 90, 
of uremia. 


Spohn, Marion Wilson, Hebron, Neb.; Keokuk (Iowa) Medical 
College, 1891; died in Omaha Aug. 27, aged 99, of pneumonia. 


Stark, Gerald Edward ® Coquille, Ore.; University of Oregon 
Medical School, Portland, 1937; served as county health officer; 
affiliated with McAuley Hospital in Coos Bay and Keizer 
Brothers Hospital in North Bend; died in-Hauser Aug. 11, aged 
51, of a heart attack. 


Startz, Irving Samuel © Elmhurst, N. Y.; Long Island College 
Hospital, Brooklyn, 1917; specialist certified by the American 
Board of Radiology; formerly clinical professor of radiology at 
the New York Medical College, Flower and Fifth Avenue 
Hospitals; member of the Radiological Society of North America 
and the American College of Radiology; served during World 
War I; affiliated with Neponsit Beach (N. Y.) Hospital, Triboro 
Hospital, and the Queens General Hospital in Jamaica, where 
he died Aug. 21, aged 61, of coronary thrombosis. 


Taylor, James Alphonso © Montpelier, Ind.; Medical College of 
Indiana, Indianapolis, 1897; died Sept. 4, aged 85, of arterio- 
sclerosis. 


Thomas, John Benton ® Perry Point, Md.; George Washington 
University School of Medicine, Washington, D. C., 1948; 
member of the Medical Society of the State of Pennsylvania; 
served in the U. S. Naval Reserve; resident at the Veterans Ad- 
ministration Hospital; killed in an automobile accident Aug. 20, 
aged 31. 

Van Belois, Harvard John @ Grand Rapids, Mich.; University 
of Michigan Medical School, Ann Arbor, 1936; member of the 
American Society of Anesthesiologists; died in Toronto, Canada, 
Aug. 25, aged 41, of a cerebral vascular accident. 


Vasumpaur, Joseph, Seattle; Rush Medical College, Chicago, 
1894; formerly practiced in Chicago, where he was on the staff 
of the Loretto Hospital; died Aug. 27, aged 81, of coronary 
occlusion. 

Vaughan, Ernest M., Ardmore, Pa.; Hahnemann Medical Col- 


lege and Hospital of Philadelphia, 1893; affiliated with Memorial 
Hospital in Pottstown; died Sept. 10, aged 91, of heart disease. 
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FOREIGN LETTERS 


AUSTRIA 


Antagonism Between Cortisone and Alcohol.—At a meeting of 
the Society of Physicians of Vienna on June 11, Dr. W. Laves 
of Munich stated that parallel examinations with a nonspecific 
and a specific procedure for determining the alcohol content of 
the blood have proved successful. It would be helpful if in cases 
of violation of traffic regulations two instead of one specimen 
of blood and urine would be obtained in order to discover more 
exactly whether the person detained is in the stage of absorption 
or elimination. Taking into consideration the enzymatic processes 
during the decomposition of alcohol, the speaker commented on 
the forms of sobering-up (physiological sobering and the sober- 
ing Owing to stress), the habituation to alcohol, and the reduction 
of the ability to walk by alcohol. The latter is regarded by the 
speaker as a deviation of the enzyme, since during regeneration 
of the rhodopsin (visual purple), vitamin A:, for instance, is 
transformed into the aldehyde, retinene. In the presence of 
alcohol this substance acts as the donor of the hydrogen ions, 
and by diverting the alcohol-dehydrogenase it leads to a retarded 
retinene-rhodopsin resynthesis. The speaker’s method for esti- 
mating the individual alcohol tolerance is based on the an- 
tagonism between alcohol and cortisone as regards their effect 
on the number of eosinophils in the peripheral blood. If cortisone 
is given first, the depression of the eosinophil count is com- 
pletely abolished in leptosomatic types. In pyknic and athletic 
subjects, with similar amounts of alcohol, this effect is only 
weakened. 


Quinidine Purpura.—Dr. S. Schmid reported that a solution of 
quinidine was added in vitro to the blood of a patient who had 
quinidine purpura. A thrombocytolysis resulted. The thrombo- 
cytes of this patient did not undergo lysis in the healthy plasma 
of the homogeneous blood group when the other conditions were 
the same. This would also be true of normal thrombocytes in 
the plasma of the patient. The clot retraction of the patient was 
inhibited by the addition of quinidine. The intensity of the differ- 
ent reactions subsided with increasing recovery, and they were 
no longer demonstrable at the end of eight weeks. This shows 
that quinidine, in the presence of a plasma factor, causes lysis 
of the thrombocytes in the peripheral blood. Impairment of 
megakaryocytes, if present at all, is of secondary importance. 


Internists Meeting.—At the meeting of the Austrian Society of 
Internists on July 11, Dr. K. Wohlrab reported that in guinea 
pigs under the influence of protoveratrine a temporary periodical 
change in the electrocardiogram resulted. With the gradual! 
shortening of the conduction time, a corresponding widening of 
the ventricular complexes occurred so that a change of their 
outline from an R type to an RS type and the reverse was ac- 
complished in such a way that the connection of the apices of 
the R or of the S deflections assumed almost the form of a 
sinusoid. For this phenomenon the expression “gliding WPW 
syndrome” was suggested. 


BRAZIL 


Incidence of Malignant Neoplasms in Sao Paulo.—The incidence 
of malignant neoplasms found in 30,016 autopsies performed in 
19 years in the department of pathological anatomy of the Medi- 
cal School of Sao Paulo was published by Drs. Mario Monte- 
negro, Geraldo Garcia Duarte, and Marcos Fabio Layon. (An. 
Fac. med. Sado Paulo 27:151, 1953.) In the 30,016 autopsies there 
were 1,312 malignant neoplasms, which were distributed as fol- 
lows: carcinomas, 1,133; sarcomas, 157; and teratomas, 22. In 
the first group the principal locations were the stomach (342), 
esophagus (119), and bronchus (94). There was an average an- 





The items in these letters are contributed by regular correspondents in the 
various foreign countries. 


nual increase of 35%. This increase is statistically significant 
There was a greater incidence of malignant neoplasms in white 
as compared to nonwhite patients and a greater incidence jp 
men than in women. In subjects ranging in age from newborn 
to 30 years there was a greater incidence of malignant neo. 
plasms in the males, white or nonwhite. This predominance 
however is not statistically significant; in subjects from 30 to 4 
years of age the incidence is almost the same in both sexes: jn 
subjects from 40 to 50 years of age there is a -statistically sig- 
nificant greater incidence in white women and a Statistically 
insignificant greater incidence in nonwhite men; in subjects 
over 50 years of age the incidence is greater in men. 


ENGLAND 


A New Drug for Mental Patients.—Sandison, Spencer, and 
Whitelaw of Powick Mental Hospital, near Worcester, have used 
d-lysergic acid diethylamide (LSD) in the treatment of psychiatric 
patients (J. Ment. Sci. 96:491-595, 1954). This drug, which is 
related chemically to ergonovine and the ergot alkaloids, induces 
psychic states in which the subject becomes aware of repressed 
memories and other unconscious material in a setting of clear 
consciousness. The authors describe the results obtained with 
the therapeutic use of the drug in 36 psychoneurotic patients over 
a period of a year; they consider that it will find a place in the 
treatment of the psychoneuroses and allied mental illnesses. The 
effect of the drug is manifest 20 to 25 minutes after administra- 
tion orally or parenterally, and it may last four to eight hours, 
although it can last for several days. An early sign is increased 
emotional activity, and within 45 to 100 minutes of administra- 
tion the drug produces disturbing subjective mental experiences 
that may last from one-half to several hours. The face is flushed, 
the eyes may be fixed or moving as if following hallucinations, 
breathing may be rapid, and frequently there is a tendency for 
the patient to regress to an automatic, uninhibited, and more 
primitive type of behavior. The patient at first experiences a 
sense of lightness or withdrawal from reality, followed by or 
accompanied by a symbolic disintegration of the real world. 
The wails of the room become fluid and changeable; the body 
image is distorted, either becoming much larger or smaller; and 
images or dismembered or partially whole objects appear. There 
is a sense of depersonalization or division of the personality and 
the conscious watching the unconscious, which appears to the 
patient as solid, vivid, and dynamic. 

In the patient under the influence of the drug repressed 
material may be readily produced and emotional release in the 
form of screaming, crying, or violent outbursts may result. The 
patient does not want to be left alone and is usually more talk- 
ative than usual, although occasionally the power of speech is 
lost and the mental experiences can then only be described 
later. The experiences at the height of the reaction often occur 
in the form of crises, which are repeated at intervals of 5 to 10 
minutes. Consciousness is clearly retained, although it may be 
unrelated to the external world, and, as in mescaline intoxication, 
color hallucinations occur, the whole room becoming tinged 
with red, blue, or some other color. Another hallucination is 
the seeing of faces, or parts of a face, such as the eyes. Fre- 
quently the patient has the feeling of being in a timeless world, 
or of living in past history. The patient identifies himself either 
with a known person or with one of the mental images of the 
experience. In some cases identifications may be projected, the 
patient believing the physician to be his father or the ward sister 
his mother. These fantasies have been of help in getting the 
patient to work out his relationship with his own parents. A 
unique effect of the drug is that the recovery of repressed child- 
hood memories is associated with a change of body image, s0 
that the patient feels he is transformed into the child he was at 
the time of the traumatic experience. He can relive with extraor- 
dinary clarity events of emotional significance occurring at the 
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age that he feels himself to be. One patient remained apparently 
at the age of 8 or 9 years for nearly two weeks. The detachment 
of the conscious self, a sort of detached ego, occurs frequently 
and is characteristic of the treatment. The self is in touch with 
reality and looks on at the self experiencing the psychic 
phenomenon. 

Speculating on the mode of action of d-lysergic acid diethyl- 
amide, the authors consider that it primarily disturbs the un- 
conscious, and that subsequent phenomena depend on the result 
of the action of the unconscious or consciousness, so that they 
are bound to vary from patient to patient. Eight-hydroxytrypt- 
amine (serotohin), which occurs in the brain, is inhibited by the 
drug and it is interesting to speculate that the striking mental 
changes caused by the drug might result from its acting in the 
brain as an antimetabolite, blocking the action of serotonin, but 
the function of the latter is unknown at present. The material 
produced under the influence of the drug therapy bears a striking 
similarity to the dream and fantasy material of patients under- 
going deep analysis. The authors are convinced that the drug, 
used as an adjunct to skilled psychotherapy, is of great value 
in the treatment of obsessional and anxiety conditions accom- 
panied by mental tension. They stress the necessity for prolonged 
treatment (six to eight weeks) before deciding that the drug is 
of no value in a particular case, because many patients only 
start to produce material after four or five treatments at weekly 
intervals. It may be necessary to continue treatment for 6 to 
12 months in some patients. 


Medical Research Council’s Annual Report.—The peripheral 
nerve injuries committee reports that autogenous nerve grafts 
can be used to bridge a gap in a grossly injured nerve; that 
early secondary nerve suture is preferable to primary repair; 
and that the growth of regenerating nerves in man is not con- 
stant, being slower as the nerve fiber approaches its destination. 
In the winter of 1952-1953 a triai was made on 12,000 volun- 
teers with an influenza vaccine made from strains thought to be 
most suitable. When the influenza epidemic appeared it attacked 
4.9% of the control persons receiving the old type of vaccine 
and 3% of those given the new vaccine. Although gratifying, 
the result was not as good as wished for. Homologous skin 
grafts were reported on by Professor Madawar and others. 
Although successful at first, they slough away eventually, because 
of an immunity response by the host against foreign cells. 
Madawar has found that if foreign cells are introduced into the 
fetus they are accepted, and the host remains permanently 
tolerant to that particular foreign type of cell, though it forms 
antibodies if any others are introduced after birth. A brown 
mouse accepted skin grafts from a white mouse after it had 
been inoculated while still a fetus with living cells of the white 
mouse strain. 

In the field of metabolism, Arnstein and Neuberger have 
shown that the rate of formation of methyl groups from serine 
and glycine is increased by the presence of vitamin Bw. Neu- 
berger and his co-workers have also shown that the formation of 
nicotinic acid from tryptophane in the rat needs the presence 
of pyridoxine and riboflavin. Ansell and Dawson have dem- 
onstrated the presence in brain tissue of glycerylphosphoryl- 
ethanolamine, a possible intermediate in phospholipid synthesis. 
Using radioactive phosphorus it has been shown that glyceryl- 
phosphorylethanolamine may also be a phospholipid precursor 


in brain tissue. By the use of radioactive amino acids it has . 


been demonstrated that the main part of the penicillin molecule 
is built up by Penicillium from the amino acids cysteine and 
valine. Sowry has collected data that suggests that essential 
hypertension is determined to a definite but limited extent by 
inherited constitution. The first degree relatives of subjects with 
hypertension tend to have higher than normal blood pressure 
at all ages. Dr. Eliot Slater, in a monograph entitled “Psychotic 
and Neurotic Illnesses in Twins,” records that, of the uniovular 
twins of schizophrenic parents, 76% became schizophrenic but 
only 14% of the binovular twins did so. In affective and in 
Organic psychoses heredity proved important but was less so 
in the field of neurotic illnesses, behavior disorders, and delin- 
quency. Among children, binovular twins, differing widely in 
temperament and intelligence, often followed similar paths of 
maladjustment, but only two of eight uniovular pairs suffered 
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from the same type of neurotic reactions; in the other six pairs 
environmental differences led to different modes of life. 


Erysipeloid in Aberdeen.—Erysipeloid due to Erysipelothrix 
rhusiopathiae has always been regarded as a comparatively rare 
condition in Britain. It appears as a purple swelling on the hand 
and causes stiffness, inflammation, and pain. As the source of 
infection is usually animal carcasses, slaughtermen, butchers, 
and cooks are the chief sufferers. Proctor and Richardson (Brit. 
Indust. Med. 11:175, 1954) have recently shown that the 
condition is fairly common among the fish workers at Aberdeen 
in Scotland. During a period of 15 months, 235 cases were seen 
at the Aberdeen Royal Infirmary. As about 2,500 workers are 
employed in the fish market and fish houses, the incidence of 
the disease, which was more prevalent in the summer months, 
was about 10%. Of the patients with erysipeloid, 96% were 
associated with the fish trade. The remainder were in the meat 
industry or were housewives. In every one of the 235 patients 
there was either a probable or a possible source of infection 
associated with the patient’s work, and the disease must, there- 
fore, be considered occupational. Seventy-five per cent of the 
patients had sustained an injury a few days before the lesion 
appeared, and a further 9% considered that minor trauma was 
responsible. The fish workers were constantly receiving small 
skin wounds from fins, teeth, knives, machines, and the rough 
parts of fish boxes. Twenty-three per cent of the patients ad- 
mitted a previous attack, suggesting that immunity following 
an attack is of low order. 


Proctor and Richardson have shown that activity of Ery. 
rhusiopathiae is in some way related to atmospheric temperature. 
The disease virtually disappeared in the cold months. Stuart of 
the Aberdeen University department of bacteriology showed 
that the organism was not present in fresh fish landed and 
preserved under aseptic conditions. Once fish reached the market 
the organisms could be isolated with ease in the erysipeloid 
season. Proctor and Richardson consider that the fish slime and 
scales harbor the infection. Although erysipeloid occurs among 
trawlermen, only 5 cases were reported in 2,200 trawlermen 
compared with 235 in 2,500 workers in the fish market. The 
trawlermen, however, handle the fish only on the boats. 


Longer Life Span in London.—Greater London is the place for 
longer life according to a statistical review issued by the Registrar 
General. Its death rate is lower even than that of the countryside. 
The rate per 1,000 in 1950 was 11.2 for men and 9.7 for women, 
compared with 12.3 and 11 for England and Wales as a whole; 
11.6 and 10.9 for rural areas, and figures exceeding 12 and 11 
for other urban areas. Age for age, for both sexes, mortality in 
the North and in Wales is higher than in the East or the South of 
England. Among reasons for this were greater crowding of the 
population in terms of persons per room and possibly the dimin- 
ished sunlight and greater atmospheric pollution in the industrial 
North. There were probably also socioeconomic causes. The 
proportion of men in unskilled occupations in Wales was 34.2%, 
in the North 30%, and in London and the Southeast 24.6%. 

Suicide was commonest in Hampstead, with a rate of 287 per 
million, followed by Holborn with 270, Burnley with 259, and 
Westminster with 257. There were high rates also in the seaside 
boroughs: Eastbourne with 258, Bournemouth with 193, Black- 
pool with 187, and Brighton with 184. The use in suicide of 
analgesic and soporific drugs, including the barbiturates, showed 
a marked increase in 1948, 1949, and 1950 over the previous 
years. 

A comparison with the period 1841 to 1850 shows how the 
younger ages have benefited from the decline in mortality. The 
death rate of school age girls was only 6% of what it was 100 
years ago, while that of men aged 65 to 84 was still 81% of 
what it used to be. Since 1946 women 65 years of age and ever 
have had a higher rate of violent deaths than elderly men. Be- 
tween 15 and 65 years of age mortality from motor accidents 
has been highest among those who live in rural areas; 60% of 
these deaths were due to fractured skulls. The risk of death in 
the first year of life is still greater than in any other year under 
60. The incidence of poliomyelitis in 1950 was high for the third 
consecutive year. There is no obvious explanation, however, for 
the great variation in the experience of different areas. 
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Criticism of Health Service Whitley Councils.—Mr. Bryn Rob- 
erts, general secretary of the National Union of Public Em- 
ployees, in the Public Employees Journal, strongly criticizes the 
Whitley Council machinery of the National Health Service, 
which was set up to arbitrate in remuneration disputes. He says 
that it has lamentably failed as an effective negotiating instru- 
ment, and instead of creating good will it has generated wide- 
spread unrest. Many have lost all confidence in it. Mr. Roberts 
believes this failure not to be due to the Whitley machinery 
itself but “to its misuse by the Ministry of Health, whose Min- 
ister, through a group of high salaried civil servants, makes it 
impossible for free and unfettered consideration to be given to 
wage and other claims. .. . There is much justification for [this] 
belief that the Whitley machinery is being used to delay rather 
than settle the reasonable claims of Health Service workers.” 

The article goes on to state that, as things are at present, 
“negotiations are reduced to a farce because the representative 
of the Management Sides, instead of using the power of decision 
as the Whitley scheme intended, act as mere puppets of the Min- 
istry.” It is suggested than unless the situation is remedied there 
will be no alternative but to refuse to participate in the Whitley 
machinery. 





Tax Danger to Welfare State.——Mr. Colin Clark told a summer 
school for young business executives at Worcester College, Ox- 
ford, that the heavy burden of taxation in Great Britain would 
cause a gradual breakdown of the welfare state. He said that 
Britain has overloaded itself with an enormous burden of social 
service. The burden of taxation has risen to 40% of the entire 
national production. No other country has ever attempted any- 
thing like it. One evidence of its failure is the great number of 
old-age pensioners who cannot live on their pension and are 
requesting National Assistance. He believes that the maximum 
level of taxation that any country is able to carry on for any 
period (except in wartime) is closer to 25% and that many of 
the social services now carried out by the treasury could be more 
effectively and economically carried out by voluntary organiza- 
tions. Unemployment insurance, for instance, could be handled 
more efficiently by the trade unions and other agenices than by a 
government department. 


Raising Nurse Tutors’ Status.—A report published by a commit- 
tee set up in 1951 to consider the function, status, and training 
of nurse tutors suggests that groups of hospitals establish schools 
of nursing. The principle is recommended both from the point of 
view of the education of the student nurse and as a means of 
providing a satisfactory avenue of promotion for the tutor. The 
shortage of nurse tutors has been causing concern. Lack of ap- 
preciation in hospitals of their function and status is the biggest 
cause of dissatisfaction. In too many nursing schools nurse tutors 
are regarded as teachers in the narrowest sense. In the proposed 
schools the education center would be staffed by qualified tutors, 
and the ward nurses of the hospitals would be associated as 
instructors in practical nursing in the wards. If the nursing pro- 
fession is to attract girls of the right caliber it is essential that 
the educational and health authorities should recognize the nurse 
tutor as an expert educator. 


FINLAND 


Treatment of Bronchial Asthma with Cortisone.—Dr. H. Hort- 
ling and Dr. O. Wegelius of Helsinki have given cortisone 
over a long period to 10 patients whose severe bronchial asthma 
had proved refractory to the conventional methods of treatment. 
Reporting on their observations in Finska ldkareséllskapets 
handlingar incorporated in Nordisk medicin for Sept. 9, 1954, 
they note that the initial dose of 100 to 200 mg. of cortisone 
was as a rule slowly reduced by 12.5 mg. every fifth day until 
25 to 75 mg. was given by mouth over periods of 4 to 26 months. 
All 10 patients suffered from severe invalidism and had to 
undergo repeated admissions to the hospital for their asthma. 
After adjusting the dosage of cortisone in the hospital, all but 
one of them could be treated as outpatients. Seven of the 10 
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became able to live a normal life; and the remaining 3 improved 
so much that they wished to continue this treatment. The corti- 
sone treatment of one patient had to be discontinued temporarily 
because of a great increase in weight. This condition could be 
controlled by reducing the intake of carbohydrates and by giving 
a mercurial diuretic. Such a gain in weight may depend in part 
on the increased appetite promoted by cortisone, but there may 
be patients in whom a gain in weight is to be regarded as a 
return to normal, for example, those whose general condition 
has deteriorated as the result of prolonged asthma. One of the 
benefits of cortisone in patients with asthma is the reduction it 
effects in the fear of impending attacks to which they are prone. 
Incidental infectious diseases did not occur more frequently than 
otherwise in association with the cortisone treatment, and they 
could be quickly and effectively treated with antibiotics and a 
slight increase in the dose of cortisone. Nine of the 10 patients 
with asthma were tested with various allergens without the find- 
ings being exploited therapeutically. In most of the patients 
desensitization and nonspecific stimulant treatment had been 
tried. All 10 patients continued to receive cortisone treatment, 
which the authors warmly recommend, when other methods of 
treatment had proved unsatisfactory. The freedom from severe 
side-effects and complications was achieved in these patients only 
at the cost of close supervision, however. 


Gastrointestinal Hemorrhages.—In the past there has been some 
prejudice against the early radiological examination of the 
upper part of the digestive tract for sources of hemorrhage. It 
was feared that such an examination would hurt the patient and 
would in any case be of little help to the diagnosis of gastric 
and duodenal ulcer. In spite of these possible objections, a sys- 
tematic attempt has recently been made at the Turku University 
Hospital to determine the value of such examinations. In a report 
on them, Dr. Pekka Soila of Helsinki points out that between 
1 and 2% of the patients admitted to the surgical and medical 
services of the hospital in 1951 and 1952 suffered from gastro- 
intestinal hemorrhage as indicated by hematemesis, melena, and 
anemia. Of 261 patients with hemorrhage, a gastrointestinal 
series was made in 242. Of these, 175 (72%) showed abnormal 
findings indicative of the probable cause of the hemorrhage. In 
61 gastric ulcer, in 48 carcinoma of the stomach, and in 35 
duodenal ulcer was diagnosed. There was also an assortment of 
comparatively rare conditions, such as diverticulum of the 
esophagus, and in 67 patients the radiological findings were 
normal. In Nordisk medicin for Sept. 2, 1954, Dr. Soila presents 
some of his findings in tabular form. In one table he classifies 
his patients according to the length of the interval between 
admission to the hospital and the radiological examination. This 
table suggests that the longer such an interval is the less satis- 
factory is the radiological examination. An early radiological 
examination is particularly valuable in dealing with benign 
ulcers, whose prompt healing after only a few days in the 
hospital can be demonstrated in this way. As for the discomforts 
and ill effects of a radiological examination of the digestive tract, 
such an examination did not seriously aggravate any patient's 
condition, although three patients did faint during this exami- 
nation, and two others suffered from hematemesis on the day 
of the examination or two days later. Dr. Soila concludes that 
the early radiological examination of the upper gastrointestinal 
tract for hemorrhage may be of great value. 





Physicians in Finland.—According to Dr. Eero Ponteva in 
Suomen ladkdrilehti for Aug. 1, 1954, there were 2,261 physicians 
in Finland on Jan. 1, 1954. This is 54 per 100,000 inhabitants; 
90 would be a more nearly adequate number. Twenty-two and 
nine-tenths per cent of all Finnish physicians practice in Hel- 
sinki and 13.3% in Turku; 21.9% are women. Of the total num- 
ber of physicians 37.3% (843) are specialists, and of these 157 
are surgeons, 151 are internists, 116 specialize in diseases of the 
lungs, 85 are obstetricians and gynecologists, 80 are pediatricians, 
72 are psychiatrists, 59 are roentgenologists, 42 are ophthalmol- 
ogists, 40 are otolaryngologists, 26 are dermatologists, and 15 
are stomatologists. Fifty-six and three-tenths per cent of the 
specialists live in Helsinki. 
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ITALY 


Retroperitoneal Insufflation.—At the third convention of radi- 
ologists from the Latin countries held in Rome in April, Pro- 
fessors Porcher of Paris, Buonomini of Padua, and Oliva of 
Genoa discussed retroperitoneal insufflation. Roentgenograms 
taken by this method are easy to interpret when the gas bounds 
or surrounds muscular or parenchymatous formations that are 
well defined and whose site and form are constant, but when 
the gas produces a separation of such serous formations as 
ligaments or the omentum the roentgenograms are more diffi- 
cult to read. A pathological condition is suggested when the gas 
fails to diffuse into the retroperitoneal spaces in the absence of 
a technical error. When this lack of diffusion is circumscribed it 
generally indicates perivisceritis involving one organ or a group 
of organs or else a circumscribed localization of reactive cel- 
lulitis, liposclerosis, inflammation, and edema. 

Tumors of the retroperitoneal space are visualized directly 
if they are surrounded by gas and indirectly if they cause dis- 
placements of the adjacent retroperitoneal organs that are out- 
lined by the insufflated gas. In these cases too, tomography is 
indispensable in that it permits the visualization of even minimal 
gaseous folds that can easily escape the observer or sometimes 
be missing from standard roentgenograms. Retroperitoneal in- 
sufflation has proved useful in the study of tumors and cysts 
localized in the retroperitoneal space. As for the adrenal glands, 
the gas penetrates into the suprarenal region, but no adrenal 
image can be identified; thus the fact that an adrenal is not 
visualized does not indicate its absence. A bilateral hypertrophy 
of the glands suggests hyperplasia, which, however, would be 
also indicated by the clinical findings. A unilateral hypertrophy 
suggests a neoplasm, especially if the image is irregular. Altera- 
tions in the morphology of the adrenals are seen in adrenal 
cortical hypofunction (Addison's disease). The adrenals are 
slightly enlarged and have a heterogeneous aspect, with calcifi- 
cation or sclerosis, depending on the phase of the process. When 
gas fails to penetrate into the adrenal loculus it is generally 
because of sclerosis owing to inflammatory or neoplastic 
periadrenalitis or rarely because of compressive phenomena. 

Retroperitoneal insufflation is a valuable means of diagnosing 
congenital anomalies of the kidneys. Combined with urography 
it makes possible the evaluation of the function of the renal 
parenchyma in patients with hydronephrosis. In patients with 
closed hydronephrosis, retroperitoneal insufflation is the only 
means that will confirm the presence of the hydronephrotic 
cyst. Retroperitoneal insufflation is also one of the best means 
for visualizing the pancreas. In patients with cystic or neoplastic 
disease it gives a characteristic picture. For the differential 
diagnoses of many diseases of the liver and nearby organs the 
infiltration of gas between the folds of the ligamentum falciforme 
has proved useful. Sometimes it makes possible the visualiza- 
tion of the superior and posterior surfaces of the liver. In 
examining the spleen, retroperitoneal insufflation may give 
images characteristic of inflammatory lesions or tumors. It 
may also be useful in the study of the esophagus and the 
stomach. It is, however, of little help in studying the small 
intestine and the colon. The indications for its use in conditions 
of the female genital tract are limited. 


Perforating Gastroduodenal Ulcer.—Professor Cavina discussed 
the treatment of perforating gastroduodenal ulcer at a meeting 
of the Tuscan-Umbrian Society of Surgery in Florence in March. 
The main surgical methods that are recommended for the treat- 
ment of this condition are a simple suture, suture combined 
with gastrojejunostomy, and gastroduodenal resection. Statistics 
show that the mortality after gastric resection has been reduced 
to a low rate in recent years. These results are attributed largely 
to the discovery of antibiotics and sulfonamides, the introduc- 
tion of new methods of anesthesia, and a greater use of blood 
transfusions. In the last five years the mortality rate among 75 
Patients operated on for an ulcer that had perforated into the 
peritoneum was only 3.8%. Of 28 patients in whom a simple 
suture was performed 3 (9.9%) died, whereas no death occurred 








FOREIGN LETTERS 1007 


among the 47 patients in whom resection was performed. 
There were no deaths among seven patients with so-called 
covered perforation who underwent emergency operation, but 
for greater accuracy these patients were not included in the 
speaker's statistics. 

Thus the mortality after simple suture was higher than that 
after gastrectomy, which is a longer and more complex opera- 
tion. This apparent paradox is explained by the fact that suture 
was performed only in patients whose condition was poor and 
who were hospitalized late and in those of advanced age in 
poor general condition, while resection was performed in the 
patients whose condition was more favorable. Resection should 
be considered the treatment of choice, because it spares the 
patient the risk of a perforation and at the same time 
definitely cures the ulcer. The late results of resection are good, 
and from 80 to 90% of the patients have been cured per- 
manently. The percentage of patients cured with simple suturing 
is much lower. Moreover, some severe complications, such as 
stenosis, repeated perforations, and hemorrhages, that require 
an immediate reintervention may arise in patients so treated. 
Suturing should, therefore, be limited to those patients in whom 
resection would imply an excessive risk. In other words, it 
should be used whenever gastric resection is contraindicated, 
just as gastrojejunostomy should be used when resection is 
contraindicated. 


International Poliomyelitis Meeting.—The third World Con- 
vention on Poliomyelitis was held in Rome in September. A 
substantial contribution was made by the National Foundation 
for Infantile Paralysis of the United States. About 3,000 persons 
attended the convention. All the meetings took place in the 
University of Rome Orthopedic Clinic. Dr. Saladino Cramarossa 
reported that 3 million lire was spent by the Italian government 
in 1939, whereas in 1954 one billion lire was contributed for 
the fight against poliomyelitis. During the severe epidemic of 
1939 there were 6,000 cases of the disease as compared with 
4,980 cases in 1953. 

The speakers who discussed gamma globulin, as well as those 
who spoke about the vaccine prepared from killed and attenuated 
virus, could not guarantee the immunizing effectiveness of any 
available product. The problem of vaccination is complicated 
by the fact that theories that once had seemed unsound are now 
seen in a new light. Among these is the one stating that viremia 
is not a primary phase but a phase secondary to the localization 
of the virus in the nervous system. The number of antipolio- 
myelitis antibodies circulating in the blood is lower in a monkey 
inoculated by the intracerebral route than in one inoculated by 
the oral route. It was found that when this route is used the 
viremia is intense and immediate and there is a greater pro- 
duction of antibodies. The route of its administration as well as 
the method of preparation of a vaccine is important. The oral 
route results in a quicker and more pronounced production of 
antibodies. 


NORWAY 


Essential Hypertension.—At the third International Congress for 
Internal Medicine, held in September in Stockholm, Dr. H. 
Storm Mathisen of Oslo reported on a series of 316 patients 
with essential hypertension discovered more or less incidentally 
before they were 46 years old. To establish the limits within 
which the blood pressure can be considered normal, he meas- 
ured it in a large group of normal persons under the age of 50. 
About one half of the patients in this series were found to have 
a systolic blood pressure of 200 mm. Hg or more and a diastolic 
blood pressure of 120 mm. Hg or more. These patients have 
been observed for an average of about 10 years, the survivors 
being again examined under ambulant conditions or in the hos- 
pital and the cause of death being carefully scrutinized in the 
cases terminating fatally. Among the 98 deaths there were 8 
the cause of which was a factor unconnected with the hyper- 
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tension. The other deaths, representing 31% of all the patients, 
were due to some complication connected with the hypertension. 
The conclusion is drawn that the prognosis for essential hyper- 
tension is worse for men than for woman, and it depends largely 
on the instability of the hypertension. Patients with a labile 
diastolic blood pressure falling below 95 mm. Hg on rest or 
after sedative treatment had a mortality about the same as that 
of the general population. A significantly higher mortality rate 
was found in the patients in whom the diastolic pressure showed 
no tendency to fall below 95 mm. Hg in spite of appropriate 
treatment. A systolic pressure of 200 mm. Hg or more at the 
outset and signs of vascular deterioration in the fundus oculi, 
brain, kidney, or heart in untreated patients impaired the prog- 
nosis. This investigation has raised doubts as to hypertension 
being in itself responsible for the development of disease of 
the coronary arteries. 


Smoking Habits of Norwegians.—Prof. Leiv Kreyberg has in- 
vestigated the smoking habits of his fellow countrymen. His 
son, H. J. A. Kreyberg, has now published in Tidsskrift for den 
norske legeforening for Sept. 1, 1954, a report on this subject. 
The questionnaire, issued to and answered by 4,717 men and 
1,049 women, was similar to that used by Kennaway and Doll. 
Only since 1927 have relatively reliable data been collected 
concerning the different ways in which tobacco is consumed in 
Norway. Since this date there has been a constantly increasing 
quantity of tobacco smoked and a decrease in the consumption 
of chewing tobacco and snuff. Between the years 1901 and 1940 
the total consumption of tobacco has remained fairly constant, 
but since World War II the amount of tobacco smoked by per- 
sons over the age of 15 years has risen to about 1,650 gm. per 
capita, or about 40% more than the level immediately before 
the war. In 1928 cigarette smoking accounted for 35% of all 
tobacco smoked, whereas in 1950 the corresponding figure was 
56%. This increase at the expense of cigar and pipe-smoking 
depends largely on the growing popularity of homemade cig- 
arettes. Among the men questioned 2,237 and among the women 
168 were physicians. In the case of women, smoking was prac- 
tically confined to cigarettes; only three supplemented their 
cigarettes with cigars or pipes. The report does not give the 
incidence of lung cancer among the patients questioned, but it 
should prove a useful basis for the further study of certain 
factors that may have to be considered during retrospective 
control studies of smoking habits and the incidence of lung 
cancer. 


Surgical Treatment of Pulmonary Tuberculosis——Dr. A. Tuxen 
of the Vardaasen Sanatorium and Prof. C. Semb of Ullevaal 
Hospital have collaborated in making the medical and surgical 
treatments of pulmonary tuberculosis supplement each other. 
Between 1932 and 1954 a total of 2,064 patients have been 
treated in these two hospitals, and Professor Semb has com- 
pared the results of treatment before and after the streptomycin 
era. The whole of the Journal of the Oslo City Hospitals for 
September and October, 1954, is devoted to this analysis, which 
shows that 1,053 patients were treated in the prestreptomycin 
era (1932 to 1948) and 1,011 in the poststreptomycin era (1949 
to 1953). In the latter period the total number of patients 
operated on each year was more than double that of the pre- 
streptomycin era. This change was made possible largely by 
treatment with antibiotics, but it also reflects progress in diag- 
nosis, functional tests, operative technique, and a more extensive 
use of thoracoplasty with extrafascial apicolysis. 

During the last 22 years the popularity of artificial intra- 
pleural pneumothorax has decreased steadily owing to the failure 
of collapse of medium-sized or large cavities, bronchial com- 
plications, emphysema, pleural effusions and pleural thickening, 
fixation of the diaphragm, and reduction of cardiopulmonary 
function. At the Ullevaal Hospital this treatment is now usually 
limited to patients with small productive lesions, little destruc- 
tion without evidence of bronchial involvement, and no or easily 
operable pleural adhesions. Plombage is regarded with disfavor 
on the principle that the introduction of a foreign body is un- 
sound, and the usefulness of operations on the phrenic nerve has 
been found to be limited. Suction drainage has been completely 
abandoned, chemotherapy and antibiotics having made it 
superfluous. 
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TURKEY 


Leprosy.—In Hastane (vol. 4, no. 6) Dr. Kemal Turgut reporteg 
on 104 patients with leprosy in 34 rural communities of Anatolia: 
11% of the patients were 5 to 14 years old; 59% were 15 to 29. 
27% were 30 to 49; and 3% were 50 to 80 years old. Although 
it is commonly believed that leprosy below the age of 10 is rare 
and rarer still below the age of five, it has occurred in a |-year. 
old child. Of the persons with leprosy seeking medical advice 
76% were men, as women are often reluctant to see a physician, 
At the Elazig and Istanbul leprosariums, chaulmoogra oi! anq 
methylene blue have, since 1948, been replaced by sulfoxone 
(Diasone) sodium, which has proved to be the best available 
remedy for leprosy. The patients are given 0.3 gm. of sulfoxone 
three times daily. Slightly higher doses resulted in hematuria, 
The therapy is continued for two months then discontinued fo; 
one month. In three to four months amelioration is obtained, 
Dyspnea subsides, lepromas gradually diminish, and Myco. 
bacterium leprae in the nasal mucosa completely disappear, Of 
the sulfone drugs, intravenous injections of glucosulfone (Promin) 
sodium and thiazolsulfone (Promizole) have also been used 
with satisfactory results, but after five years’ observation, 
sulfoxone therapy is preferred. The patients are given tonics, 
vitamins, and an increased food allowance. 


Since the establishment in 1941 of the 200-bed leprosarium 
in Elazig in Eastern Anatolia, 720 patients (549 men, 165 
women, and 6 children) have been admitted from 39 of the 66 
provinces; 414 patients have been discharged as cured; and 123 
patients died, mostly from tuberculosis, chronic nephritis, 
pneumonia, and cachexia. There are 96 patients at the Istanbul. 
Bakiréy leprosarium. In 50 to 70% of the patients Wassermann 
and Kahn tests are positive. The Mitsuda lepromin test is also 
performed and sometimes biopsy and ganglion or testicular 
puncture. If after being pronounced cured a patient has three 
negative nasal smears taken at intervals of 45 days he is dis- 
charged. As all patients are paupers, travel expenses are paid 
by the hospital. The patient is given a certificate of health, is put 
on the train by a hospital attendant, and returns to his family, 
which is informed of his arrival by telegram. The health officer 
of the respective district is also informed by telegram of the 
patient’s arrival and his exact address. The discharged patients 
are followed up and at the slightest sign of relapse are readmit- 
ted to the hospital. Patients return willingly. Only a few re- 
admissions are recorded. Provincial and city health officers are 
always on the lookout for persons with leprosy, and persons 
inform the health officer if they suspect an acquaintance of 
having leprosy. The leprosariums are under the direction of the 
Ministry of Health and Social Welfare. 


Vaginal Atresia and Pregnancy.—In Dirim (vol. 29, no. 6) Dr. 
Turhan Baygcu reported a case of vaginal atresia. The 20-year- 
old patient had married at the age of 14 years and had a difficult 
delivery at the age of 15 because of a narrow pelvis. Slight fever 
and inguinal pain had continued, and there was a foul odor to 
the vaginal secretion. With treatment over a long period the 
symptoms diminished but never ceased completely. Sexual rela- 
tions became difficult and painful, and menstruation was regular 
but slight and painful. The patient was admitted for the delivery 
of her second child. When it was about to be delivered, the fetal 
heartbeats were audible and the patient was in great pain. 
Examination disclosed a complete atresia of the vagina. The 
cervix was adherent and was not palpable. A cesarean section 
was performed, and the patient was delivered of a normal boy. 
Intrauterine examination disclosed a soft, diffused, and com- 
pletely closed cervix. It was impossible to make a vaginal con- 
nection, and, taking the leukorrheal factor into consideration, 
subtotal hysterectomy was performed. Recovery was uneventful. 


Test for Pregnancy.—In Dirim (vol. 29, no. 6) Prof. Halit 
Kamgozen and Dr. Nejat Alper reported their observations with 
the male shield fern test. Although in pregnancy the test is 
almost always positive, there were some exceptions and a few 
false positives. The test is much simpler than other tests for 
pregnancy now in use. 
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,TTACKS AGAINST DOCTORS 


To the Editor:—At the time of writing the American Legion is 
holding its annual convention in Washington, D. C. In the Sun- 
day edition, Aug. 29, of the Washington Post and Times Herald 
newspaper there appeared a news release entitled “ ‘Kick A.M.A. 
in Teeth’ Says Legion Aide.” The remarks of chairman Robert 
McCurdy centered chiefly about the controversy over the 
Legion's stand on non-service-connected veterans’ medical care. 
The American physician is accused of belonging to an “auto- 
cratic doctors’ union” under the control of the higher echelon 
of specialists who boss the A. M. A. One is led to surmise that 
the average American physician is too busy with his practice to 
concern himself with the activities of the American Medical 
Association. It is alleged that the rank and file, the grass roots, 
so to speak, do not agree with A. M. A. policy but do not speak 
out for fear of retribution and loss of standing. Such terms as 
“dollar happy doctors,” “vicious organization,” etc., are sprinkled 
through the context of the news release. A statement is made 
that American physicians should be reached by Legion spokes- 
men on local levels to inform them of the true facts in the 
matter. 

This, of course, is not the first such diatribe to appear against 
American physicians in both press and magazine articles; how- 
ever, it is perhaps one of the most slanderous, misleading releases 
to appear in some time. As a physician and citizen I replied in 
as Vigorous a manner as my command of the English language 
permitted. I feel that our position in such matters is closely akin 
to that of the national government with communist subversion. 
Our government stood by for many years while our body politic 
was infiltrated by communists and subversives. Only now have 
we realized the great peril that exists, and only now are forceful 
measures being taken at tremendous expenditure of effort and 
money. Are the American physicians and the A. M. A. to stand 
idly by passively accepting such insult, innuendo, and character 
assassination because we are for those principles that every 
thinking veteran and nonveteran realizes are the cornerstone of 
this great nation of ours; namely, free enterprise? We admonish 
one another through our national and state publications, but 
the average citizen does not even know medical journals exist, 
much less read them. Occasionally the A. M. A.’s stand does 
reach the newspapers, but in the case of the reinsurance issue 
the heading in one news release boldly stated, “A. M. A. Ditches 
Eisenhower Health Program.” Many persons read only head- 
lines, unfortunately, so the impression remains that the A. M. A. 
is against everything. 

The time has long since passed for the average physician, such 
as myself, to accept the gauntlet and be an articulate spokesman 
in all quarters for those causes he believes just. THE JOURNAL 
should devote more attention weekly to current nationwide com- 
ment pertaining to American medicine as a whole. Everyone 
should be fully aware of the quarter from which these reports 
and comments emanate. We should all step boldly forth in the 
press and in our patient relations and proclaim those things we 
know and believe to be right. One of the most devastating tactics 
used by communist subversives is the innuendo for propagation 
of class hate. Whether the American Legion spokesmen realize 
itor not, they are just as guilty as the subversives they hate in 
their remarks directed at the great bulk of American physicians. 
All too frequently many physicians fail to respond to such ac- 
Cusations and misinformation because they feel it is beneath 
their dignity or it constitutes an attempt at recognition for per- 
sonal gain. These issues should be brought forth at every county 
medical meeting in the United States and the true stand of the 
American physician made known to these misguided patriots 
who claim to speak for the majority of their 3 million members. 
Such a surge of opinion from the grass roots would have a most 
devastating effect indeed on the Legion assertion that the Ameri- 
can physicians are captive members of a vicious national organi- 
zation promoting only the interest of the select few. 

Recently I have asked some draftees this question, “Do you 
think your two year term of service in the armed forces should 


entitle you on your discharge to free medical care at veterans 
hospitals for all illnesses not related to your tour of duty?” Two 
answers sum up the general consensus of the majority of these 
veterans-to-be: “Why should the government take care of me 
the rest of my life just because I served two years in the service?” 
and “Yeah, and let’s all have commissary privileges to boot.” 
It is my opinion that, if the controversy is stripped of all in- 
vective and presented as the simple, logical proposition that it 
is, the rank and file of American veterans now and to be will 
shout a resounding No! However, the fact is apparent that a 
person cannot give an opinion or adopt a policy if he has only 
half the facts or, at best, a distorted picture of the problem. It 
behooves each and every one of us, therefore, to promote, dis- 
seminate, and articulate those facts that throw light to all corners 
of the issues at stake. The recent trend in national politics indi- 
cates that most American opinion is against the welfare-state 
philosophy and the past attempts to foist socialism on the un- 
wary populace by devious means. The medical profession, how- 
ever, should now accentuate the dissemination of the truth. We 
must speak out not only as to what we are against but, equally 
forcefully, as to what we are for. It is just as important that we 
go forward with positive programs to develop voluntary systems 
of health insurance and care of our indigent and to inform the 
public of our thought and achievement in these matters as it is 
to proclaim those matters to which we are opposed. A dynamic, 
positive, and publicized approach to problems of such national 
import originating in our county society structure and permeat- 
ing the breadth and depth of our organization is the clear re- 
sponsibility of every physician and allied worker. Only with such 
concerted effort is the structure of American medical practice, 
as we now know it, to survive. Each and every innuendo, slander, 
or falsehood leveled at the American physician, the A. M. A., 
or our hospitals should be promptly answered, forcefully and 
vigorously, with the facts. In the past the A. M. A. has done 
much remarkable work, but even this effort will surely fail unless 
each individual member accepts the challenge as personal as 
well as collective. 

Lieut. A. V. SWANBERG (MC) 

Post Surgeon 

Camp A. P. Hill 

Bowling Green, Va. 


POSTINERTIAL DYSKINESIA 


To the Editer:—One of the chief complaints of persons with 
persistent back, hip, knee, or ankle disorders is pain or stiffness, 
or both, on resuming activity after a period of rest. It is due to 
a jelling process that occurs during rest and that must be reversed 
before normal function can be resumed comfortably. I interpret 
the manifestation, which may be named postinertial dyskinesia, 
to be indicative of a ligamentous reaction rather than a bone 
abnormality. If one were to watch a group of persons arise after 
a card game or watch passengers get out of a bus or auto after 
a long, uninterrupted ride, he would observe that a certain 
number of them move about in a stiff, awkward, and frequently 
painful manner. This postinertial dyskinesia is very common in 
persons over 60 years of age after physical activity such as golf. 
The condition persists for a variable period. In some persons it 
disappears in a few seconds, and in others it may last several 
minutes or even longer. This is primarily due not to a bone or 
joint condition so much as to a periarticular condition in the 
connective tissues around a joint. That is, the muscles, ligaments, 
and fascias that have become shorter during rest rebel when 
they are suddenly stretched before they are warmed up or before 
sufficient circulation has been restored. 

The increase in back discomfort that occurs so commonly 
after a good night’s sleep is an interesting condition that has not 
been satisfactorily explained. Some authorities believe it is due 
to the stretching of the spine during recumbency. Others think 
it is due simply to the contraction of fibrous tissues that have 
been in one position for a long period. Blood pressure, local cir- 
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culation, and contraction or shortening of fibrous tissues, muscles, 
and the capsules of the joints are doubtless involved in these 
changes of position. 
PuHiLip Lewin, M.D. 
55 E. Washington St. 
Chicago 2. 


TONSILLECTOMY AND POLIOMYELITIS 

To the Editor:—The appearance of another article (Anderson, 
G. W., and Rondeau, J. L.: J. A. M. A. 155:1123 [July 24] 
1954) condemning tonsillectomy as a factor in the development 
of bulbar poliomyelitis still leaves open to discussion this ques- 
tion. In my opinion the data collected in all such surveys do 
not lead to the conclusion obtained. The surveys have never 
really utilized a control group. Invariably, the person who has 
had a tonsillectomy has been contrasted with the untouched 
patient. The tonsils and adenoids are but a part of the exposed 
or unexposed lymphoid tissue. They present an obvious and 
relatively easily eradicable reservoir of infected material in the 
nose and throat. If healthy tissue presents more resistance to 
disease or contagion than diseased tissue, persons who have 
lymphoid inflammation may well be expected to be more sus- 
ceptible to bulbar poliomyelitis whether part of their lymphoid 
tissue has been removed or not. Here, then, is the crux of the 
situation. When a patient presents himself with a rotten pair 
of tonsils, he wants relief from the effects of his disease. The 
best relief so far found (even above months of repeated anti- 
biotic treatment) is tonsillectomy and adenoidectomy. This done, 
the patient then becomes a statistic. Never has a series of thou- 
sands of cases of lymphoid disease of the severity to warrant 
surgery been neglected and left exposed to poliomyelitis. This, 
then, is the series of eases with which all these surveys should 
contrast their surgically treated cases. I may stand corrected, but 
I predict that, if medical science is ever stoic enough to allow 
such a diagnosed series of cases to collect, the incidence of 
bulbar poliomyelitis will be as great as or greater than in those 
that have been so involved and had operation done. To imply 
that the surgery, done of necessity in these more seriously in- 
volved patients, is the determining factor in making them sus- 
ceptible to bulbar poliomyelitis is unwarranted and in error until 
these patients have been refused relief through surgery and then 
exposed to poliomyelitis. 

I maintain that the surveys so far conducted have merely 
contrasted the incidence of bulbar poliomyelitis in patients with 
relatively more than average lymphoid disease (in whom the 
surgery is literally only an index of the severity) with the in- 
cidence in patients who have not had lymphoid disease sufficient 
to warrant operation. In other words, from the data collected so 
far there is even as much reason to conclude that if these severely 
involved patients had not had tonsillectomies done they might 
be even more susceptible to bulbar poliomyelitis; or, stated 
otherwise, surgery may well be protecting some patients from 
susceptibility. 

GLEN S. PLAYER, M.D. 
1800 Queen Anne Ave. 
Seattle 9. 


DANGER IN “DEAD” HEARING AID BATTERIES 

To the Editor:—Recently I began using a hearing aid that, 
together with its batteries, was new to me. The smaller batteries 
wore out after a few days of use. The worn-out batteries were 
dropped into a waste basket and eventually reached the incin- 
erator, an old-fashioned sheet metal stove situated in the cellar. 
When the incinerator became filled my wife dropped a lighted 
match into it and then, fortunately, went to a protected part of 
the cellar. Soon she heard three reports such as a cartridge 
makes when fired. She found in the side of the incinerator three 
holes around which the metal was fractured and curled outward, 
as if projectiles had traveled outward from within. The projec- 


tiles were the hard metal battery cases. Two of them were 


found, with signs of fire on them, in parts of the cellar distant 


from the incinerator; the third we have not found. 


I inquired at the Rochester Police Department how to dispose 
of these dead batteries without endangering anyone. I was told 
that in Rochester discarded tin cans are not subjected to fire 
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at the city dump and that the batteries could safely be thrown 
in with tin cans. I still do not know what to do when I am jp 
a strange city. I told this story to Dr. Joseph D. Heitger os 
Louisville, Ky., who has sent me a clipping from the Louisyijjc 
Times of Aug. 10, 1954, that indicates that a man received q 
scalp wound while tending a bonfire. At first the wound was 
attributed to a bullet, but later evidence indicated that a dead 
hearing aid battery might have been included in the trash he 
was burning. 

I wrote to the manufacturer of my hearing aid for informa- 
tion, and his reply, in part, follows: 

These particular batteries are known as mercury cells, and they contain 
mercury as One of the elements in the chemical action of the cell. This 
type of battery was developed for military use during the recent world war 
because of the excessively short shelf life of the more usual carbon-zinc 
cell under the weather conditions found in the Pacific. It has an advantage 
in the larger amount of electrical energy that can be furnished from 
battery of a given volume; also, the voltage does not decrease greatly 
throughout the useful life of the battery, so that a hearing aid will give 
fairly uniform service up to the point where the battery is completely 
exhausted. These batteries are provided with vents that allow the release 
of the gases that are formed by chemical action during normal use. The 
accelerated action due to the sudden heat in the incinerator apparently 
caused an undue increase in the gas pressure. 

There is still an appreciable amount of mercury in these cells even 
after the battery has run down. The world supply of mercury is limited, 
and so the companies that manufacture batteries have asked those hearing 
aid representatives who sell them to try to collect the discarded batteries 
and return them to the battery manufacturer so that they may reclaim the 
mercury. Therefore, your local battery dealer will be glad to have you 
turn in the old batteries when you purchase new ones. 

It may be pointed out that the batteries for all hearing aid manv- 
facturers are made by relatively few battery concerns, which specialize 
in batteries. To the best of our knowledge, all the hearing aid companies 
have used these mercury batteries, so that the situation that you describe 
is common to all. 

I am wondering if the manufacturers of the batteries should 
not mark them “Do not burn—please return dead battery to 
your dealer.” 

RICHARD M. Hewitt, M.D. 
Mayo Clinic 
Rochester, Minn. 


BODY ARMOR 

To the Editor:—Readers of the gratifying report “Medical 
Aspects of Body Armor in Korea” by Holmes, Enos, and Beyer 
(J. A. M. A. 155:1477 [Aug. 21] 1954) may be interested to 
know that body armor for fighting men in modern warfare was 
developed in 1942 by Major Gen. Malcolm C. Grow, U.S.A.F. 
(MC) (Retired), when he was surgeon of the Eighth Air Force 
in England. General Grow, who later became the first surgeon 
general of the U. S. Air Force, was awarded the Legion of 
Merit for this contribution to aviation medicine. Body armor 
was first used in World War II by the crews of B-17 aircraft 
on bombing missions over Germany for protection from low- 
velocity missiles of intercepting Luftwaffe fighter pilots. A report 
in 1944 notes that all bomber crews in the Eighth Air Force 
had been equipped with armored suits, which were being adopted 
for standard use throughout the Army Air Forces (Air Surgeon's 
Bull. 1:3 and 9 [Aug.] 1944). In a later publication (Grow, M. C., 
and Lyons, R. C.: Air Surgeon’s Bull. 2:8-10 [Jan.] 1945) a 
survey of the armored airmen revealed a reduction of 60% in 
persons wounded. The authors concluded that body armor pre- 
vents about 74% of wounds in covered areas. This compares 
favorably with the statement in the current report that “68% 
of all missile hits on armored vests . . . were defeated.” General 
Grow’s first flak suits, as they were soon named, were made in 
London by craftsmen of the Wilkinson Sword Company, which 
has been furnishing armor to Britons for generations. Plates 
of 20 gauge manganese steel with a thickness of 1 mm., secured 
in pockets to overlap % in., were used in the early vests. With 
an entire B-17 crew outfitted, the armor added slightly less 
than 200 Ib. to the gross weight of the aircraft. As Colonel 
Holmes and his associates have pointed out, continual improve- 
ment in this type of equipment has led to the development of 
strong, light-weight, protective armor. 


Cot. Ropert J. BENForRD, U.S.A.F. (MC), Editor 
U. S. Armed Forces Medical Journal 
2300 E St., N.W., Washington 25, D. C. 
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AIR FORCE 


Medical Officer Wanted.—Mobile Air Materiel Area, Brookley 
Air Force Base, Ala., needs a medical officer (industrial health 
and medicine), grade GS-12. Qualified persons are urged to file 
applications at the earliest possible date. Applicants must be 
sraduates of a medical school approved by the Council on Medi- 
cal Education and Hospitals. Graduates of foreign medical 
schools not listed by the A. M. A. Council on Medical Educa- 
tion and Hospitals will not be admitted to this examination 
unless they can establish, by appropriate certificate, (1) that 
they have been certified by the examining board of the national 
society of a medical speciality accredited by the A. M. A. Coun- 
cil; or (2) that they have been admitted to the examination of 
the National Board of Medical Examiners of the United States; 
or (3) that other graduates from their school have been admitted 
io the examination of National Board of Medical Examiners of 
the United States. For information, address W. N. Ballard, 
Chief, Placement and Employee Relations Branch, Civilian Per- 
sonnel Division, Mobile Air Materiel Area, Brookley Air Force 
Base, Ala. 

























NAVY 

Memorial to Shipmate Lost at Sea.—A Navy supply ship crew 
has contributed a memorial fund to help provide for someone 
the medical education wanted by a shipmate lost at sea. The 
men of the U. S. S. Achernar (AKA-53) created the fund in 
honor of Hospital Corpsman Third Class John Phillip Blackmer, 
who had hoped to become a physician. The fund was sent to 
the American Medical Education Foundation, a nonprofit organ- 
ization created in 1951 by the American Medical Association to 
obtain funds through voluntary contributions to support the 
nation’s medical schools. 

The ship’s commander, Capt. Charles L. Wertz, U. S. N., said 
in a letter to the foundation: “During his period of service 
aboard this ship, John Phillip Blackmer earned the genuine 
respect and admiration of all his associates for his professional 
abilities as a hospital corpsman, and their affection for him 
as an individual. It had been his hope, on completion of his 
current enlistment in the Navy, to finish his college education 
and go on to medical school. His ability and interest in the 
care of patients indicated that he would have been a credit to 
the profession. His untimely death was a great loss to the 
profession, as well as to the Navy and to all who knew him. 
It is hoped that this memorial fund in the hands of the Ameri- 
can Medical Education Foundation will help create for some 
equally deserving person the opportunity for a medical educa- 
tion that John Phillip Blackmer had wanted so much for him- 
self.” The fund, collected among the crew members, totaled 
$147.31. It will be placed in the general fund of the A.M.E.F. 























VETERANS ADMINISTRATION 


Psychiatric Residencies in Cleveland.—Three-year residencies 
in psychiatry are available at the VA Hospital, Cleveland. These 
residencies are under the supervision of the department of 
psychiatry, Western Reserve University, School of Medicine. A 
one, two, or three-year training program may be arranged. 
Salary, depending on experience, ranges from $2,640 to $3,300 
per year. The training benefits of Public Law 550 (Korean G. I. 
Bill), which allows $110 to $160 per month, depending on the 
humber of dependents, may be obtained in addition to the resi- 
dency salary if eligible. The Veterans Administration Career 
Plan is available for those who are interested in full-time physi- 
‘lan pay status during training. On completion of residency an 
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obligated service period in an assigned Veterans Administration 
hospital is required. Salary ranges from $5,500 to $8,360 per 
annum depending on experience. For information write: Leon 
Ross, M.D., Chief, Professional Service, VA Hospital, 7300 
York Rd., Cleveland 30; or to Douglas D. Bond, M.D., Chair- 
man of the Dean’s Subcommittee for Psychiatry, Western 
Reserve University, Cleveland 6. 


Hospitals News.—Dr. Henry A. Davidson, assistant superin- 
tendent, Essex County Hospital, Belleville, N. J., addressed the 
Long Island Psychiatric Society at the Veterans Administration 
Hospital, Northport, N. Y., Oct. 19, 1954, on “The Psychiatrist 
as an Expert Witness.” 


PUBLIC HEALTH SERVICE 


Regular Corps Examinations for Medical Officers.—An exami- 
nation for appointment of medical officers to the regular corps 
of the Public Health Service will be held throughout the country 
Feb. 15-17, 1955. Appointments provide opportunities for career 
service in clinical, medicine, research, and public health. They 
will be made in the ranks of assistant and senior assistant, 
equivalent to Navy rank of lieutenant (j. g.) and lieutenant, 
respectively. Entrance pay for an assistant surgeon with de- 
pendents is $6,017 per annum; for senior assistant surgeon with 
dependents, $6,918. Provisions are made for promotions at 
regular intervals. Benefits include periodic pay increases, 30 
days’ annual leave, sick leave, medical care, disability retire- 
ment pay, retirement pay that is three-fourths of annual basic 
pay at time of retirement, and other privileges. Active duty as a 
Public Health Service officer fulfills the obligation of Selective 
Service. 

Requirements for both ranks are U. S. citizenship, age of at 
least 21 years, and graduation from a recognized school of 
medicine. For the rank of assistant surgeon at least 7 years of 
collegiate and professional training and appropriate experience 
are needed, and for senior assistant surgeon at least 10 years 
of collegiate and professional training and appropriate experi- 
ence are needed. Entrance examinations will include an oral 
interview, physical examination, and comprehensive objective 
examinations in the professional field. Application forms may 
be obtained from the Chief, Division of Personnel, U. S. Public 
Health Service, Washington 25, D. C. Completed application 
forms must be received no later than Jan. 12, 1955. 


Closing Date for Applications for Mental Health Grants.—The 
Public Health Service announces Dec. 15, 1954, as the closing 
date for filing applications for training grants under the Na- 
tional Mental Health Act for the academic year 1955-1956. 
Applications will also be received for the support of projects 
directed toward the development and evaluation of teaching 
and training methods in psychiatry, clinical psychology, psy- 
chiatric social work, and psychiatric nursing. These projects 
may be devised for the purpose of assessing or evaluating the 
effectiveness of current training or may propose an exploration 
of new methods of teaching intended to improve the quality of 
instruction in these fields. Preference will be given to those 
projects that contain evaluation procedures intended to assess 
the usefulness and effectiveness of the methods under study. 
Information may be obtained from the Training and Standards 
Branch, National Institute of Mental Health, Bethesda 14, Md. 


Better Use of Nursing Personnel.—The Public Health Service 
announces publication of “How to Study Nursing Activities in 
a Patient Unit,” a manual to aid hospitals in making better 
use of personnel. The publication offers a method by which 
hospitals of all sizes may determine how nursing personnel time 
is distributed between duties requiring nursing skills and those 
that could be performed by other hospital personnel. The pur- 
pose of the study is to give nurses more time to be with patients. 
Nursing personnel themselves have an opportunity to take part 
in the study and to analyze their own activities. The manual 
may be purchased for 25 cents per copy from the Superintendent 
of Documents, Government Printing Office, Washington 25, 
D. C. 
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A STUDY OF MATERNAL AND CHILD 
CARE IN THE UNITED STATES 


The Committee on Maternal and Child Care of the Council 
on Medical Service is currently engaged in a program designed 
to assist state and county medical societies, official and voluntary 
health agencies, and practicing physicians in their efforts to 
improve maternal and child health. Studies of maternal and 
child care programs and facilities in various states and com- 
munities have been made and are to be continued. Criteria used 
for choosing the first states to be studied included: (1) relatively 
good statistical standing measured by maternal, infant, and neo- 
natal mortality rates, (2) representative geographic location, and 
(3) improvement shown by comparative reductions in maternal 
and child mortality. 

The following summary or brief description of programs and 
facilities found in the state of Connecticut and city of Hartford 
is the first of a series of articles by the committee. No inference 
is intended to indicate that states with less enviable records 
should do exactly as Connecticut is doing to improve their 
maternal and child care. It is obvious that different geographical 
areas and cultural standards present different problems in the 
various states. The approach to the solution of these problems 
must be met accordingly. Therefore, the facts are presented 
objectively in this report, as they will be in the ones to follow, 
with the hope that the factors contributing to the success of these 
states may stimulate other states or communities in their efforts 
to improve their respective maternal and child health situations. 
Similarly, adverse experiences that some states have encountered 
may be avoided by others in future planning. The Committee 
anticipates that on the basis of its studies, and with the co- 
operation of other national groups concerned with this subject, 
it will be able to delineate those factors in community and state- 
wide programs that have been responsible for the improvement 
in maternal and child health. A variety of procedures and 
methods of application, with guides for promulgating such pro- 
grams, will be made available to medical societies, individual 
physicians, and others interested in this work. 


MATERNAL AND CHILD HEALTH IN THE STATE OF CONNECTICUT 

Statistics —Beginning in 1933 all states were included in the 
birth and death registration areas. Because of this fact, 1933 
was selected as the first year when statistical comparisons could 
be made more or less uniformly and accurately between the 
various states. This summary report on Connecticut and sub- 
sequent state reports are presented in a manner conducive to 
some degree of analysis concerning the factors responsible for 
a relatively good or relatively poor maternal and child health 
record as measured by the latest mortality rates and those of 
1933 and 1943. In view of this, it is pertinent to begin with a 
tabulation of some population data and vital statistics for 
Connecticut: 


Per capita income (1951 estimate of Department of Commerce).... $1,999" 
EC I 6 oan Pe ineacwsh utes adeee ces eeciadenae 2,007 ,280 
Population under 5 years of age (1950)..............eceeeee 194,580 (9.7%) 
Live births (allocated resident—1952)..............-.cceeeeees 46,537 

Fetal deaths reported (stillbirths—1952)..................... 688+ 
Liveborn premature infants (under 2,501 gm.—1952)........ 3,250 (7%) 
Percentage of deliveries occurring in hospitals (1952)................ 99.6% 





* 21% greater than national average. 
+ 14.8 per 1,000 live births. 


Percentage-wise, the table below shows that the maternal mor- 
tality rate has been reduced 97% during the 20 year period 
beginning in 1933 and 87% since 1943. In the same 20 year 
period the infant mortality has been reduced 56% and the neo- 
natal death rate 48%. The national average maternal mortality 
rate was 2.4 per 1,000 live births in 1943 as compared with 1.5 
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for Connecticut. Percentage-wise the rate was 39% |esg in 
Connecticut in 1943. Correspondingly, the rate drop for Con. 
necticut was 87% in the 10 year period from 1943 as compared 
to the rate drop of 77% nationally. The 1952 maternal moy. 
tality rate for Connecticut (0.17 per 1,000) was about one-fourth 
of the national rate (0.66 per 1,000). The 1952 infant mortality 
rate was 20.8 per 1,000 live births in Connecticut. This is 2g0, 
less than the estimated national average of 28.6. However, the 
1950 neonatal death rate was 17.7, compared to 20.5, nationaljy 
a difference of only 15%. " 


Mortality Rates (per 1,000 Live Births) 


1933 1943 1950 1959 


EOD op inipeccoresdsesninsenbeekyebece 5.9 1.5 0.4 0.2" 
PE WI TE DSc ccsinsnesescesechbes 47.6 29.4 21.8 4.8 
Neonatal (under 1 mo.)................. 31.6 19.7 17.7 164 





* Actually 0.17 maternal deaths per 1,000 live births. 


Why is the picture of maternal and child health in Connecticy; 
so much better than the national average? Undoubtedly, many 
factors contribute to Connecticut’s success. Its high per capita 
income (21% above the national average) may indicate a greater 
ability to purchase needed medical care. Another contributing 
factor may well be the high percentage of in-hospital deliveries 
(99.6) found statewide in Connecticut. This factor has been 
prevalent in Connecticut for years; it has lead all states in its 
high percentage of hospital deliveries and deliveries attended 
by physicians. However, the purpose of this report is not to tr 
to give the answers per se but rather to describe briefly what 
is being done on a statewide basis in Connecticut and also ona 
community basis within Connecticut (Hartford), with the hope 
that it will contribute toward the purpose of the total study as 
outlined in the introduction. No attempt will be made in this 
report to analyze or discuss cause and effect. This will be covered 
in a later paper, when detailed data are available on thos 
states with relatively good maternal and child health records 
compared to those states with relatively poor records. It must be 
pointed out too, that the necessity for some of the above figures 
on such factors as population and live births will not be appar. 
ent in each individual state and community report. This will be 
correlated in a subsequent analysis. However, it will be of 
interest to note the approximate relationship between the 
number of infants and children medically cared for or seen 
at organized community health service centers compared to the 
population figures (especially children under 5 years of age). 
It is readily apparent that the large majority of services are 
rendered by the private physicians in their offices or in hospitals. 


Connecticut State Medical Society.—It is recognized at the 
outset that the programs and activities of any one heaith organi- 
zation or agency are seldom independent of others, and due 
credit sometimes cannot be given in a brief summary such as 
this. However, as the programs are described, the activities of 
the various participating official and voluntary health agencies 
will be correlated as far as possible. The Connecticut State 
Medical Society, through its many members and active com- 
mittees, actually directs the course of most health programs in 
the state, although it does not formally sponsor or actively con- 
duct many of the programs. There are about 2,500 physicians 
in active practice in Connecticut, an average of one physician 
per 800 people. It is estimated that 70% of the obstetric care 
in the state is given by obstetricians certified by the American 
Board of Obstetrics and Gynecology. This is in contrast to the 
situation in most states, i. e., general practitioners care for the 
largest proportion of the obstetric cases. 

The society’s main activities are performed through com- 
mittees. The committees directly concerned with maternal and 
child health are six in number, each having specific functions. 
The Committee on Public Health represents the society in all 
matters relating to public health sanitation, maternal and infant 
welfare, and prevention of disease. It recommends desirable 
legal enactments to promote public health within the state. It 
works closely with the state health department as exemplified 
in the well-child conference program (developing standard pro- 
cedures and setting qualifications of physicians for service 4 
these conferences), and in the consultation service program for 
obstetric and pediatric patients. The Committee on School 
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Health is a subcommittee of the Public Health Committee and 
is a liaison committee working with the state health department, 
yale School of Public Health, and the state department of 
education in the formulation of plans to improve school health 
in Connecticut. The permanent Committee on Maternal Mor- 
tality and Morbidity was established in 1946 by the council of 
the medical society on the recommendation of the Public Health 
Committee. Its objective is to make the best possible contribu- 
tion toward lowering maternal deaths. A 60% reduction occurred 
during its first five years in operation “. . . due largely to an 
increasing awareness among obstetricians that many of the 
deaths occurring among maternity patients were preventable, 
and that better obstetrical procedures might have prevented 
many of these deaths.” The Committee to Study Anesthetic 
Mortality and Morbidity, appointed by the council on the rec- 
ommendation of the Committee on Maternal Mortality and 
Morbidity, studies all deaths, including maternal, in which 
anesthesia may have been a factor. The Committee to Study 
Neonatal Mortality and Fetal Loss is similar in objective and 
function to the Maternal Mortality Committee. The commit- 
tee’s effectiveness has been enhanced by the strong support given 
it by the American Academy of Pediatrics. Academy commit- 
tees are represented and gave advice and counsel. The state 
health department is represented on this committee, as it is also 
represented on the maternal mortality committee, and through 
its official capacity is able to facilitate the gathering of data 
and the initiation of improvements in hospital facilities. The 
Committee to Study Neonatal Mortality and Fetal Loss supports 
the state health department in its maintenance of high standards 
in hospital nurseries throughout the state. A conference com- 
mittee with the Connecticut State Dental Society maintains 
liaison between the medical profession and the dental profession 
for a closer relationship in their mutual interests in scientific 
research and social and public welfare. In addition, advisory 
committees are appointed to other voluntary and official health 
agencies such as crippled children’s services, blood banks, Con- 
necticut Heart Association, and the nursing association. 


Well-Child Conferences—The bureau of maternal and child 
hygiene of the state health department conducts well-child con- 
ferences at 98 centers throughout the state. This well-child con- 
ference program is financed completely by the state. A conference 
or clinic site is selected on the basis of need in a particular 
area as recommended by some interested community group of 
that area. The purpose of the program is to provide health 
supervision for children who would not otherwise receive it, to 
teach parents methods of child care and the desirability of con- 
tinuous health supervision of their children, and to keep the 
well child well and promote his best possible state of health. 
Although all children from birth to school age are eligible for 
this service, families who are financially able are encouraged to 
seek health supervision from a private physician. Each confer- 
ence staff is headed by a local physician, appointed by the 
bureau, whose application is first approved by the Committee 
on Public Health of the Connecticut State Medical Society. If 
no local physician is available, an approved pediatrician from 
a nearby town is appointed to provide the service. Nursing per- 
sonnel is furnished by the local health agency if available; other- 
wise a nurse from the bureau staffs the conference and carries 
out the necessary home visiting. Volunteer workers do the cleri- 
cal work and other duties suggested by the public health nurse. 
A total of 12,248 visits were made by infants and preschool 
children to the bureau-conducted well-child conferences from 
July 1, 1952, through June 30, 1953. This is exclusive of the 
activity at 32 sites where well-child conferences are conducted 
by local official and voluntary agencies, e. g., in Hartford, New 
Haven, and other larger communities. 


Crippled Children Program.—The division of crippled chil- 
dren of the bureau of maternal and child hygiene conducts seven 
regular crippled children clinics, one hearing conservation clinic, 
one cardiac clinic, and one cerebral palsy clinic. In conjunction 
with the New Haven Health Department and the pediatric de- 
partment of Yale University, this division also conducts a rheu- 
matic fever-cardiac clinic. The purpose of these clinics is to 
Provide diagnostic study, treatment, and rehabilitation services. 
The over-all plan and program has a policy-clearing committee 
appointed by the State Commissioner of Health in accordance 
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with state statutes. This committee is selected from members 
representing the Connecticut State Medical Society, the dental 
society, and the nursing association, the state department of 
welfare, the department of education, the tuberculosis commis- 
sion, and the Connecticut Society for Crippled Children. A 
technical-medical committee, a subcommittee of the Committee 
on Public Health of the Connecticut State Medical Society, 
assists in formulating policies. This committee advises and guides 
the division of crippled children on the medical care given to 
the crippled children and recommends the appointment of con- 
sultants to the division. About 3,000 to 4,000 patients are given 
care by the above clinics each year, with about 1,000 new patients 
referred to the clinics by private physicians each year. 

Other agencies and organizations and their functions relating 
to the total crippled children program in Connecticut are: 1. 
The Connecticut State Department of Education, in cooperation 
with the bureau of maternal and child hygiene and local school 
boards, screens school children from kindergarten through high 
school for hearing loss. Audiometers are used for the screening 
process at least once every three years and more frequently if 
possible. Local boards of education are reimbursed by the state 
department of education for two-thirds of the cost of the edu- 
cation of children with hearing impairments. Forty speech 
teachers are employed in 27 different communities. The state 
board of education through its division of special education 
provides, on a local community basis, an educational program 
planned in terms of the individual needs of any physically 
handicapped child of “educable mind.” 2. The Connecticut 
Society for Crippled Children and Adults operates four rehabili- 
tation workshop centers and a summer camp for crippled chil- 
dren. In the 1952-1953 fiscal year, 750 children were served. 
The total program is financed by Easter Seals and fees from 
those who can pay. 3. The Connecticut Heart Association and 
its local chapters promotes both professional and lay education 
in heart disease. In addition, some diagnostic clinics are sub- 
sidized by local chapters. 4. County chapters of the National 
Foundation for Infantile Paralysis provide medical care and 
treatment for all poliomyelitis patients needing financial assist- 
ance. 5. The United Cerebral Palsy Association of Connecticut, 
Inc., provides three centers in the state for medical diagnosis 
and treatment of children and young adults with cerebral palsy. 


Child Guidance.—The bureau of mental hygiene of the state 
department of health operates six child guidance clinics through- 
out the state, where emotionally disturbed children receive diag- 
nostic and treatment services without charge. Emphasis is placed 
on prevention through research, education, and clinical services. 
Each clinic is staffed by a psychiatrist, psychologist, and psy- 
chiatric social worker. In addition to the above 6 clinics, 10 
privately operated and community-supported (largely Com- 
munity Chest) child guidance clinics serve the people of Con- 
necticut. Clinic fees are determined on the basis of ability to 
pay. In 1951, 573 visits were recorded at state-operated clinics, 
and 1,032 visits were recorded at privately operated clinics. 


Dental Hygiene Program.—In Connecticut, the division of 
dental hygiene of the medical service section of the state de- 
partment of health,.the Connecticut State Dental Society, and 
local health agencies cooperate in the program of providing 
young children with complete dental service in areas lacking 
resident practicing dentists. They cooperate in a program of pre- 
vention in dental care at schools, preschool and well-child con- 
ferences, and they jointly promote professional and lay dental 
health education. A mobile unit is used to bring complete serv- 
ice (prophylaxis, fluoridation treatments, and restorative den- 
tistry) to preschool and second grade children in rural areas 
where adequate dentistry is not available. For the 1952-1953 
fiscal year, 313 children were served by this mobile unit. A 
total of 1,655 visits to the unit were made. State public health 
dental hygienists and local school dental hygienists gave 24,414 
sodium fluoride treatments to 8,279 children and referred 6,450 
of these to dentists. 


Public Health Nursing.—The bureau of public health nursing 


of the state department of health provides advisory service to 
the official and voluntary health agencies of Connecticut through 





1. Johnson, C. E.: A Five Year Study of Maternal Mortality and 
Morbidity in Connecticut—1946-1950, Inclusive, Connecticut M. J. 16: 
809, 1952. 
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its staff of a director and 10 consultant nurses. The bureau of 
maternal and child hygiene has 9 staff nurses; other state agencies 
have 12. These public health nurses, plus the 127 nurses of 
the 14 local health departments (with full-time health officers), 
and 519 more from private (visiting nurse associations) and 
official agencies, make a total of 678 public health nurses in 
Connecticut. With 84% of the agencies (with public health 
nurses) reporting in 1952, the number of nursing visits totaled 
544,434. Forty-eight per cent (264,979) were visits directly 
concerned with maternal and child care. 


MATERNAL AND CHILD HEALTH IN THE 
CITY OF HARTFORD 

Statistics —According to the 1950 census, the population of 
Hartford was 177,397, with 16,233 persons under 5 years of 
age. Foreign born persons accounted for 32,527. The median 
school years completed was 9.7 for all residents 25 years of age 
and over. Births in 1952 numbered 4,100, with 99.7 delivered 
in hospitals. 

Hartford County Medical Association.—The Hartford County 
Medical Association represents a group of 866 physicians. 
Twenty-four pediatricians and 40 obstetricians practice in the 
county. The association headquarters in Hartford acts in a liaison 
capacity between the people and the profession as a whole and 
between the other health agencies, organizations, press and 
radio, and the profession. 

Prenatal Care.—The Visiting Nurse Association, the Hartford 
hospitals, and the Hartford Health Department have assumed 
joint responsibility for seeing that all expectant mothers who 
cannot afford care by a private physician receive proper and 
adequate care. Two of the largest hospitals have a “package” 
plan for families below a certain income in which prenatal care, 
delivery and hospitalization, and postnatal care are furnished 
for a set fee ($135-$154). About 10% of the infants delivered 
at these two hospitals are delivered to mothers receiving care 
under the “package” plan. The municipal hospital serves the 
welfare and medically indigent patient through its outpatient 
prenatal and postnatal clinic. The fourth hospital conducts a 
prenatal clinic each week, open to all within the community 
unable to afford the services of a private physician. The Visiting 
Nurse Association is responsible for the home nursing care of 
the expectant mothers; each maternity case is reported to the 
association after the first visit to a hospital clinic. Many times, 
however, the association nurse is the patient’s first contact. Nurs- 
ing service is used by private patients on a fee basis, on the 
request or approval of their private physician. The association 
also conducts a series of expectant mother classes, which are 
attended by private as well as clinic patients. The total ante- 
partum and postpartum home visits in 1952 were 8,725. 


Well-Child Conferences.—Well-child conferences are held 
jointly by the Hartford Health Department, division of maternal 
and child hygiene, and the Visiting Nurse Association for the 
children of families on public relief or those who are medically 
indigent. Both medical (physician present) and nursing (public 
health nurses only) conferences are conducted. The total num- 
ber of infants and preschool children registered in 1952 was 
5,729. Five hundred and forty-nine well-child medical and 557 
well-child nursing conferences were conducted. Total visits to 
these conferences were 13,952; total home visits by nurses rela- 
tive to the total well-child program were 27,383. 

Preschool Dental Program.—The bureau of dental health of 
the Hartford Health Department sponsors and conducts a pre- 
school dental program designed to educate the child, the parent, 
and the community of the value of preschool dental care. The 
program emphasizes the preventive aspects of dentistry through 
the application of preventive measures, early care, and general 
health principles. The program is under the supervision of a 
public health dentist and clinically is closely related to the well- 
child conference, since the same children are being treated. 
Three dental units are in full operation five days per week, with 
two of these units used by two full-time dental hygienists who 
do prophylaxis, topical application of sodium fluoride, and 
health education (with parent and child). One dental unit is used 
as a restorative clinic and staffed by 10 part-time local dentists 
and a full-time dental assistant. In addition to the clinical aspects 
of this program, health educational letters are sent to parents 
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of all 3-year-olds in the city each year calling to their attention 
the need for early dental care. Annually, too, a letter designeg 
to call to the parents’ attention the importance of the first per- 
manent molars and the necessity of proper dental care is djs. 
tributed to all kindergarten children. Also, dental reminde; 
forms go out quarterly to kindergarten children reminding the 
parent to seek dental care during school vacation periods tg 
minimize educational interruptions. A total of 2,209 preschoo| 
children in 9,607 patient visits received the services of this 
program in 1952. 

Hartford School Health Service and Guidance Program.—The 
board of education is responsible for the total school health 
program in Hartford. However, the Hartford Health Depart. 
ment conducts special projects in mass x-ray examination (for 
high school juniors) and immunization. The Greater Hartford 
Tuberculosis and Public Health Society cooperates in organiz- 
ing school health educational projects and tuberculin testing of 
all high school juniors. A physician is employed part-time to 
supervise the program. The board also employs 10 part-time 
school physicians, 7 part-time dentists, 23 school nurses, and 8 
full-time dental hygienists to carry out the program. The sery. 
ices are extended to all public and parochial school children, 
Periodic health examinations of school children are required by 
law to be given at least every three years. The Hartford Schoo] 
Health Service program includes a yearly medical examination 
in the total study of the pupil to determine whether his physical 
condition is such that he will receive the most from the school 
program. Those pupils who desire to go to a private physician 
are not given these examinations in school. In fact, parents are 
encouraged to have their children examined by their own family 
physician. The advantages of this are outlined in a note to the 
parents, who receive simultaneously an “examination” blank to 
be completed by their physician. If this blank is not returned 
to the school in a specified time, it is assumed that the parents 
want their child examined at school. The same blanks are used 
for both private and school examinations. Dental examinations 
are performed on all children. If the child needs restorative work 
and cannot afford to go to a private dentist, the facilities of 
two complete school dental clinics are available. 

During the school year 1952-1953, 20,152 regular school phy- 
sician examinations were performed, with 3,406 persons referred 
for treatment; 2,806 are known to have received it. Examina- 
tions performed by private physicians totalled 3,914. Dental 
examinations in school totalled 19,808, with 10,056 children 
found to have dental caries. After examination, 3,356 children 
were known to have started treatment with private dentists, 
while 896 school dental clinic visits were made. In addition, 
3,500 had dental examinations by private dentists. 


CONCLUSION 

The preceding material on maternal and child care in the 
state of Connecticut and the city of Hartford has covered only 
the highlights. It is of necessity lacking in many details. Espe- 
cially is it neglectful of the part the private physician plays in 
his everyday preventive, diagnostic, and treatment phase of 
medicine to mothers and children on an individual basis. No 
attempt has been made to survey this larger phase of maternal 
and child care. Nevertheless,-it is recognized that this is per- 
haps the greatest factor in Connecticut's splendid record of suc- 
cess in improving maternal and child health. However, it is 
also recognized that the organized efforts on the part of official 
and voluntary health agencies in cooperation with the practicing 
physician play a large role in supplying needed service and pro- 
moting public health education. In Connecticut emphasis is 
placed on the necessity for encouraging expectant mothers and 
parents to seek medical care early as a most effective measure 
in the prevention of morbidity and death itself. 

Connecticut’s organized activities in maternal and child care 
are more or less directed to that group that for financial and 
other reasons may not be able to use fully the services made 
available by modern medicine. The medical profession in Con- 
necticut has concerned itself actively with these problems. 
Through its planning, in cooperation with official and volun- 
tary health agencies, it has developed solutions and is continu- 
ing to work out solutions to these problems, assuring mothers 
and children that they have available the best medical care and 
the knowledge necessary to make use of it. 





Vol. 15 


The L 
minutes. 
for and | 
Film Bo: 


This 
conflict: 
de corp 
another 
devasta 
eager f 
and rej 
and da’ 
appeals 
nenden 
helps h 
attitude 
become 
him an 

The 
the hist 
there is 
ground 
sforzan 
boogie- 
the ps) 
once to 
disadva 
of the 
tained | 
its Vivi 
of an i 
recomn 
help il 
moderr 


The F 
showing 
1953 by 
ceutical 


This 
blood-s 
slide te 
for Rh 
slide te 
includi 
human 
tative | 
isoimm 
ground 

This 
Rh te: 
defects 
groupi 
the gr 





blood. 


in vier 
Studen 
2. It i 
include 
tory, 
certain 
for Rt 
import 
regrett 
tion o 
of the 
Vigor 
These 
avoid 
the fil 





1954 


Ntion 
igned 
per- 
} dis. 
inder 
g the 
1s to 
‘hoo| 
this 


-The 
ealth 
Part- 
(for 
ford 
aniz- 
g of 
e to 
time 
id 8 
serv. 
iren. 
1 by 
hool 
tion 
sical 
noo! 
cian 
are 
nily 
the 
K to 
ned 
ents 
ised 
ions 
ork 
| of 


ire 



















Vol. 156, No. 10 





MEDICAL FILM REVIEWS 








The Lonely Night: 16 mm., black and white, sound, showing time 65 
minutes. Produced in 1952 by Affiliated Film Producers, Inc., New York, 
for and procurable on rental or purchase ($250) from the Mental Health 
Film Board, Inc., 166 E, 38th St., New York 16. 


This film depicts a normal family in which, despite occasional 
conflicts and feelings of isolation, the members develop esprit 
jecorps and mutual belongingness. In contrast, a child in 
another family clings possessively to her widowed father, is 
devastated when he remarries, and grows into a shy lonely girl 
eager for attention but extremely sensitive to personal slights 
and rejections. When her fiancé leaves her she spends nights 
and days lonelier than ever, becomes melancholic, and finally 
appeals to a psychiatrist for help. As she transfers her de- 
sendencies, frustrations, hostilities, and yearnings to him, he 
helps her understand and change the residues of her childlike 
attitudes. Under this therapy she broadens her orientations and 
becomes more versatile and mature in her relationships with 
him and with others. 

The film has a few defects. It is overlong and repetitious, 
the histrionics are occasionally overdone to the point at which 
there is a distinct aroma of “soap opera,” and the musical back- 
gound has but two colors: a string quartette with many 
dorcandos to denote tension or crisis and a band playing 
boogie-woogie to indicate happiness. Also, the actor who plays 
the psychiatrist is a bit too handsome, and his manner is at 
once too questioning, too aloof, and too self-referential. These 
disadvantages are far outweighed by the many fine qualities 
of the film: its simplicity, directness, sincerity, modesty, main- 
tained human understanding and sympathy, and, far from least, 
its vivid and sometimes beautiful photography. The presence 
of an informed commentator would be helpful, but the film is 
recommended for showing to both lay and medical groups to 
help illustrate certain basic principles of mental hygiene and 
modern psychotherapy. 


The Rh Factor and Blood Testing Procedures: 16 mm., color, sound, 
showing time 22 minutes. Prepared by Philip Levine, M.D. Produced in 
1983 by On Film, Inc., for and procurable on loan from Ortho Pharma- 
ceutical Corporation, Raritan, N. J. 


This film teaches correct techniques and methods of using 
blood-grouping serums, including the test tube test, the flat 
slide test, and the well slide test. Accepted laboratory methods 
for Rh typing are presented, including the saline tube test, and 
slide test, the modified tube test, and the stick test. Full details, 
including animation, train workers in performing the anti- 
human serum technique for typing for the D factor. Quali- 
lative and quantitative methods for detection and titration of 
ioimmune antibodies are shown in detail, as well as back- 
ground information as to the origin of such antibodies. 


This is the best film on the subject of blood-grouping and 
Rh testing to date; however, there are a few fundamental 
defects that detract somewhat from its value: 1. The blood- 
grouping technique is incomplete. The procedure for checking 
the grouping (i. e., testing of serum with red cells of known 


m ‘lod groups) was omitted. This is a serious deficiency because, 


in view of the expected and deserved popularity of this film, 
students will be shown a technique that is considered deficient. 
2 It is to be regretted that cross-matching techniques are not 
included, a procedure used every day in every hospital labora- 
lory. The explanation that the film had to be kept within a 
certain time limit does not hold in view of the fact that titration 
for Rh antibodies was included, a technique considerably less 
Important than pretransfusion cross-matching tests. 3. It is 
regrettable that no reference was made during the demonstra- 
lon of the Rh technique to the advisability of gentle shaking 
af the test tubes. In the film no difference is apparent in the 
‘igor of shaking in the tests for AB factors and in the Rh test. 
These are some of the omissions that it may be possible to 
‘oid in the future. With the exception of these few defects, 
the film is excellent technically and scientifically. Especially 
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valuable are the close-up views. The film is recommended for 
physicians, medical students, and laboratory and blood bank 
technicians. 


Within Your Hands: 16 mm., black and white, sound, showing time 
16 minutes. Produced in 1953 by Science Pictures, Inc., New York, for 
the American Physical Therapy Association under a grant from the 
National Foundation for Infantile Paralysis. Technical Advisers: Clara M. 
Arrington, Physical Therapy Consultant, Children’s Bureau, U. S. Depart- 
ment of Health, Education, and Welfare, and Matilda C. Smith, Visual 
Aid Assistant, Division of Professional Education, National Foundation 
for Infantile Paralysis. Procurable on purchase ($50) or free loan from 
the American Physical Therapy Association, 1790 Broadway, New 
York 19. 


This film emphasizes personal attributes helpful to the physical 
therapist, explains requirements for registration as a therapist, 
and points out various opportunities that exist in serving the 
handicapped. The viewer’s interest is held throughout the entire 
picture, and the content of the teaching program in physical 
therapy is accurately presented. It will give a prospective physical 
therapy student an idea as to what is expected of him or her 
during the educational program as well as during work with 
the medical profession after graduation. There is, however, one 
technicality that makes the film somewhat inaccurate; it indicates 
that two years of professional training in physical therapy are 
necessary. The minimum ‘requirement set by the Council on 
Medical Education and Hospitals of the A. M. A. is 36 weeks 
training after requisite education, which includes either (1) being 
a graduate nurse, or (2) having at least two years of college, or 
(3) being a graduate in physical education. Many schools give 
a certificate course wherein the therapist is trained in one year. 
The photography and narration are well done. This film should 
be useful for recruitment of greater numbers of young people 
into the field of physical therapy. 


Technic for Cholecystectomy: 16 mm., color, sound, showing time 23 
minutes. Prepared by John L. Madden, M.D., St. Clare’s Hospital, New 
York. Produced in 1953 by and procurable on purchase ($175) or loan 
($12) from Sturgis-Grant Productions, 322 E. 44th St., New York. 


This film shows a technique of cholecystectomy. The dissec- 
tion in and about the hepatic trinity is well executed, and the 
relationships between the cystic duct, cystic artery, common 
duct, and hepatic duct are clearly shown. The handling of tissues 
is gentle and the technique well executed. The interposition of 
a cadaver dissection showing the surgical anatomy is a helpful 
teaching aid and particularly commendable. The following faults 
in no way detract from the value of this presentation. Objection 
may be raised to displacing the liver by means of rotating it 
manually; this contaminates the subphrenic space. It would be 
safer to ligate the cystic artery and duct prior to cutting between 
clamps. A dilated common duct is not always an indication for 
exploration of this structure as stated in the film. It is well known 
that the common duct reflexly dilates to compensate for a gall- 
bladder that is no longer functioning. Although the author might 
be criticized for not peritonizing the gallbladder bed, many will 
share the view that such peritonization is usually unnecessary. 
The film is well organized, and the photography is excellent. It 
can be recommended for presentation to surgeons, residents, and 
nurses, 


NEW FILM ADDED TO A. M. A. 
MOTION PICTURE LIBRARY 


The Structure and Function of the Vestibular Apparatus: 16 mm., 
color, sound, showing time 20 minutes. Prepared by Newton B. Everett, 
Ph.D., and Richard J. Blandau, M.D., University of Washington, Seattle. 
Procurable on loan (service charge $3) from Committee on Medical 
Motion Pictures, American Medical Association, 535 N. Dearborn St., 
Chicago 10. 


The first part of this film describes the morphology and 
function of an invertebrate statoreceptor (crabfish). Normal 
maintenance of equilibrium and righting reflexes are ably 
shown. The classical and always convincing vestibularis experi- 
ment of insertion of iron particles into the sense organ and the 
influence by an outside magnet on position is shown. The 
second part shows human anatomy on drawings that give a 
clear, fundamental understanding of the inner ear. The sac- 
cules and vestibule are described, but the exclusive static 











> 


w 
wt 


ip 
+. 
* 
« 
ki 
i. 


3 


re ae 2 
it & a 


See 





1016 THE LEISURE CORNER 


function of the saccule is not as clear as the film assumes. 
The influence of head tilting and the sensations produced by 
stimulation of the vestibular endorgan are described. The 
principle of the clinical rotatory tests is schematically shown 
by animation, and the technique of rotatory clinical tests is 
shown. Finally, frogs and rats are used to show experimental 
labyrinthine pathology. The photography, animation, and 
narration are of high quality. The film can serve as a good 
introductory demonstration of vestibular studies for biology 
students in college and medical school and for resident staffs. 
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COLLECTING MEDICAL STAMPS 

Interest in collecting medical stamps has been growing at an 
accelerated rate. The fact that collecting them is not restricted 
by rigid rules or by a list of “do’s and don’t’s” appeals to many 
physicians. An indication of the expanding horizon of medical 
philately can be gathered from many sources. Today, medical 
stamps commemorate the achievements of physicians, medical 
students, nurses, medical schools, hospitals, sanatoriums, health 
resorts, military medicine, artists who have painted the medical 
scene, writers who have written on medical subjects, and medical 
botany, to name an important group. 


Postage stamps provide one of the means by which a country 
honors its physicians. A collection of medical portraits is prob- 
ably the easiest to acquire, for countries all over the world are 
constantly adding to the list. Each stamp has a distinctive story. 
Late in 1953, Belgium issued stamps honoring two bacteriolo- 
gists, Robert Koch and Albert Calmette. Koch, one of the 
brightest luminaries in medicine, was one of the founders of 
modern bacteriology. Among his accomplishments were the dis- 
covery of the tubercle bacillus, the introduction of tuberculin, 
the demonstration of the bacterial character of traumatic infec- 
tions, and the discovery of one of the bacilli responsible for 
“pink eye.” Caimette, a French bacteriologist, developed a 
serum for the treatment of snakebite, and, together with Camille 
Guérin, prepared a preventive vaccine for tuberculosis. In 1949 
Japan issued a stamp commemorating the accomplishments of 
Hideyo Noguchi, who is known for his work in the fields of 
syphilis, poliomyelitis, and rabies. Noguchi introduced the luetin 
test for syphilis and proposed a method for obtaining a bacteria- 
free vaccine for smallpox. During the past five years both Russia 
and Rumania have issued stamps paying homage to Ivan Pavlov, 
whose contributions to the physiology of digestion are linked 
in importance with the pioneering investigations of William 
Beaumont and whose work on conditioned reflexes is universally 
recognized. 

This being the centennial anniversary of the birth of Paul 
Ehrlich, Germany issued a stamp dedicated to the monumental 
trailblazer in the fields of bacteriology, immunology, and chemo- 
therapy. Ehrlich developed the differential blood cell count 
technique; introduced methylene blue as a tissue stain; developed 
various other staining techniques; advanced the side-chain theory 
of immunity; was the first to recognize aplastic anemia as an 
entity; and discovered arsphenamine for the treatment of syphilis 
and yaws. In 1943, France issued a stamp in honor of Ambrose 
Paré, who is often considered the father of modern surgery 
because of his important innovations in surgical technique. Paré 
advocated the mild treatment of wounds at a time when cau- 
terization by fire and boiling oil was popular in medical circles 
of the day. He also introduced the ligature in vascular surgery. 
Lesser-known medical figures have recently been recognized by 
French territorial possessions in Africa. Stamps depicting several 
French physicians are, beginning to find their way into collec- 
tions, ameng them one of Eugene Jamot, who is credited with 
being the “conqueror of sleeping sickness.” A second stamp is 
devci.d to Noel Eugene Ballay, a naval physician and explorer 
who in 1893 founded and then became Governor General of 
French Guinea, a territory thaf has been part of French West 
Africa for the past eight years. 


J.A.M.A., Nov. 6, 1954 


Shortly before the outbreak of World War II, the former 
Free City of Danzig issued a stamp commemorating Gregor 
Mendel, the Austrian monk whose preoccupation with growing 
garden peas led to the formulation of “Mendel’s Law,” whic, 
was to provide the foundation for modern concepts of genetic 
and heredity. The stamp bears a portrait of Mendel and the 
legend “Healthy Children—Happy Future.” A second Stamp 
issued by Danzig bears a portrait of Robert Koch and the Slogan 
“Air and Sun—Enemy of Tuberculosis”; a third displays a Pic. 
ture of Wilhelm Konrad Roentgen, discoverer of the x-ray, and 
the admonition “Fight Cancer—Cancer Is Curable.” 

Among stamps of early historical medical figures is one, issyeq 
by Spain in 1948, of Aesculapius, whom Homer called “th, 
blameless physician.” The stamp depicts Aesculapius holding 
a knotty staff around which a serpent is entwined; the caduceus 
which consists of two snakes twined about a staff, is a familia 
symbol of medicine today. A Greek stamp, issued in 1947 ang 
1948, commemorates Hippocrates, the “Father of Medicine” 
who exacted from his pupils the Hippocratic oath, which, to 
this day, medical graduates pledge themselves to keep. Five 
years ago Germany issued a stamp bearing a portrait of 
Paracelsus, who achieved medical importance by the impetys 
he gave the pharmaceutical world in the 16th century. While 
many of his teachings are obsolete, he is remembered for his 
concept that every disease has its own remedy. 

Many physicians know the identity of the “Labrador Doctor.” 
Sir Wilfred Grenfell, an English physician and missionary who 


- introduced child welfare work in Newfoundland and Labrador 


and established homes, missions, hospitals, schools, orphanages, 
and cooperative stores. He wrote several books that describe 
his experiences as a medical missionary on the Labrador Coag, 
In 1941, Newfoundland paid homage to him by issuing a stamp. 
A number of countries have issued stamps commemorating 
prominent literary figures who, among other topics, dealt with 
medicine in one aspect or another. These include Francis Bacon 
(honored by Newfoundland); Miguel de Cervantes (Spain, 
Argentine, Chile, Costa Rica, Ecuador, and Panama): Dante 
(Italy); August Strindberg (Sweden); Moliére (France); Michel 
de Montaigne (France); and Henrik Ibsen (Norway). 

Many countries have pointed with justifiable pride, at least 
postage-wise, to their medical schools. While a medical school 
in the United States is yet to receive this distinction, the Amer- 
can University of Beirut School of Medicine in Lebanon is 
among the schools that have received philatelic recognition. 
Some other schools so recognized are the Cairo Medical School 
in Egypt; the Hebrew University Medical Faculty in Israel: the 
National University of Salvador; the Goa Medical School in 
Portuguese India; the University Medical College in Hong 
Kong; the Institute of Medicine in Lvov, Poland; the University 
of the Saar Faculty of Medicine; the Medical Faculty of the 
University of Iceland in Reykjavik, Iceland, the University 
Medical School in Havana, Cuba; and the State University of 
Leiden Faculty of Medicine and the State University of Utrecht 
Faculty of Medicine, both in the Netherlands. 

Finally, medical meetings and conventions, especially those 
of an international scope, have had stamps issued in their behalf. 
In general, these special stamps depict either the portrait of 4 
person affiliated with some particular phase of medicine or 
some scene or design related to the world of medical activily. 
Switzerland, for example, has issued a stamp commemorating 
the World Health Organization Assembly. In 1948, Cuba dedi- 
cated a stamp to the International Congress of Leprosy, while 
France issued a stamp honoring the First International Congress 
on the Calmette-Guérin Bacillus Vaccine. Brazil has issued 
several stamps to commemorate occasions of interest to phy- 
sicians: Child Health Day in 1935, the Fifth International Cor- 
gress of Microbiology in 1950, and the Congress of Industrial 
Medicine in 1952. In 1928, and again in 1937, Egypt dedicated 
stamps to the International Congress of Tropical Medicine and 
to the International Congress of Ophthalmology. In 1932 
Rumania issued a stamp calling attention to the Ninth Inter 
national Congress of the History of Medicine. If medicine makes 
postage stamp history, fair enough; stamps are recording the 
history of medicine. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Hypertension Associated with Unilateral Renal Disease. Huang 
Tsui-Ting, Meng Kwang-Tung and Yuan Tsi-Min. Chinese M. J. 
72:181-189 (May-June) 1954 (In English) [Peking, China]. 


Three patients in whom unilateral disease of the kidney was 
believed to be responsible for hypertension were observed by 
Huang Tsui-Ting and associates at a Peking hospital between 
1950 and 1953. Nephrectomy was performed in two of them 
and hypertension was relieved; one of these had atrophic pyelo- 
nephritis and the other hydronephrosis. The third patient refused 
operation. The authors point out that cases in which hyper- 
tension is associated with unilateral renal lesions constitute only 
a small percentage of the large number of hypertensive patients. 
Only about 200 such cases have been reported since 1937. The 
reduction in blood pressure is usually evident a few days after 
removal of the diseased kidney. In the course of two or three 
weeks it becomes stable, and all the associated symptoms of 
hypertension are relieved. In some patients, however, the blood 
pressure becomes elevated again a year or two or several years 
later. This may be due to the fact that the lesion was bilateral 
from the beginning but was so slight on one side that it escaped 
detection; or nephrosclerosis may have gained a foothold in the 
opposite kidney during the period of hypertension; or the patient 
may have a latent tendency to essential hypertension, and the 
unilateral renal disease is only the immediate cause of the onset. 
When the nephrectomy removes the renal factor the blood 
pressure returns to normal temporarily, but later it gradually 
resumes its hypertensive course. In young patients with hyper- 
tension urography should always be performed unless it is 
contraindicated, and in patients with unilateral renal disease 
nephrectomy should be done, provided the other kidney is free 
from damage and eyeground examination reveals no significant 
retinal changes. 


Morbus Boeck and Tuberculosis. K. Schlapper. Beitr. Klin. 
Tuberk. 112:53-63 (No. 1) 1954 (In German) [Berlin, Germany]. 


Schlapper, in reviewing the history of the disorder that Boeck 
first described under the term multiple benign sarcoidosis and 
which is generally referred to as Boeck’s sarcoid, shows that sub- 
sequent studies revealed that the lungs, the bones, and other 
systems can become involved in this disease. The following 
disorders are regarded as belonging to the same group as does 
Boeck’s sarcoid: Jiingling’s multiple, cystic tuberculous osteitis; 
Fraenkel’s spina ventosa of adults; conjunctivitis; nodular tuber- 
culous iritis; adolescent retinal periphlebitis; Heerfordt’s uveo- 
parotid fever; also Mikulicz’s or Sjégren’s syndrome, that is, 
inflammation of the lacrimal and salivary glands together with 
iridocyclitis. The author comments on the different forms of 
pulmonary involvement in Boeck’s sarcoid and the difficulties 
encountered in the differential diagnosis. There is still no agree- 
ment as to the pathogenesis of Boeck’s sarcoid. The possibility 
that it is a special type of reaction to the tubercle bacillus is a 
question that has been raised repeatedly. Although Boeck at 
first took a different standpoint, later he became one of the first 
defenders of the theory of a tuberculous origin. He believed that 
a tubercle bacillus of weak virulence and possibly of the avian 
type could be the causal agent. Schaumann was of the opinion 
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that the bovine type might be responsible, and other authors 
thought of Much’s granules or a non-acid-fast tubercle bacillus. 
The fact that the tuberculin reaction is negative does not neces- 
sarily prove that tuberculosis is not the cause. It is possible that 
the organism responds to the invasion by the tubercle bacillus 
with a special type of granulomatous proliferation of the lympha- 
tic tissue. Similar tissue reactions occur in leprosy and syphilis. 
Jadassohn ascribed Boeck’s sarcoid to anergy. Schlapper dis- 
cusses the transition of tuberculosis to Boeck’s sarcoid, which is 
rare, and of Boeck’s sarcoid to tuberculosis, which is more 
frequent. Climatic treatment and measures that improve the 
patient’s general condition have been used in Boeck’s sarcoid. 
The injection of bismuth and gold preparations gave disappoint- 
ing results, and the author considers treatment with tuberculin 
as dangerous. He presents the history of a patient in whom 
streptomycin therapy was followed by improvement. The second 
case history presented is regarded as an example of the transition 
of Boeck’s sarcoid to tuberculosis. Schlapper concludes that the 
majority of authors now accept a tuberculous cause for Boeck’s 
sarcoid. It is believed that not only the virulence and size of 
the infecting bacilli is reduced, but, owing to factors of constitu- 
tion and predisposition in the patient, a tissue reaction prevails 
that responds to infection not with a typical tuberculosis but with 
a mild and protracted form of that disease. 


Indications for and Results of Treatment of Tuberculosis of 
the Serosae and Certain Forms of Pulmonary Tuberculosis with 
ACTH in Combination with Antibiotics. R. Even and C. Sors. 
Semaine hép. Paris 30:2852-2859 (July 26-30) 1954 (In French) 
|Paris, France]. 


The intravenous administration of corticotropin (ACTH) 
associated with antibiotics to 30 patients with serous tuberculosis 
or certain forms of pulmonary tuberculosis was followed in 
many cases by an immediate improvement in general condition 
and the disappearance of exudates, often within a week. All the 
patients were treated by the same standardized method with 
daily intravenous administration of corticotropin in doses of from 
5 to 15 mg. in 500 cc. of glucose solution given at the rate of 
from 16 to 18 drops a minute (eight and one-half hours in all). 
No local complications appeared in these patients, and the au- 
thors regard the addition of heparin to the solution as useless. 
Patients with acute serous tuberculosis received 10 mg. of cor- 
ticotropin daily for three weeks; those with subacute and chronic 
serous tuberculosis received 15 mg. daily for from four to six 
weeks; and those with forms of pulmonary tuberculosis respon- 
sive to the medicament received from 5 to 10 mg. daily for two 
or three months. A strictly sodium-free diet was prescribed for 
the entire period of treatment; in all cases, it was well tolerated, 
and it never interfered with the rapid recovery of appetite. Tol- 
erance for corticotropin under these conditions could be ap- 
praised without laboratory assistance by four clinical criteria 
applied daily. These were (1) weight that remained stationary 
or increased slowly and progressively; (2) absence of peripheral 
edema; (3) increased diuresis; and (4) stability of, or slight 
variations in, arterial pressure. Streptomycin, 1 gm. daily, was 
also given conjointly either with isoniazid in a standard dose 
of 5 mg. per kilogram of body weight or with p-aminosalicylic 
acid given intravenously. The daily use of streptomycin is recom- 
mended for the first three or four days, but thereafter it can 
apparently be given at the rate of 1 gm. every other day without 
danger. Theoretical objections might be offered to the use of 
p-aminosalicylic acid because it supplies sodium, but when it 
was given by the authors’ method, in which the corticotropin is 
added directly to the solution and the time of administration is 
increased to eight and one-half hours instead of three and one- 
half, no complications occurred. Observation of the patient's 
weight, edema (if any), and arterial pressure, will, in any case, 
always make it possible to substitute a glucose solution for the 
p-aminosalicylic acid if necessary. No signs of hypercorticism 
were seen in any of the patients, and none showed any evidence 
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of tuberculous dissemination either during or after the treatment, 
although the follow-up now amounts to one year in some cases. 
The excellent results obtained in these patients show that present 
opinions concerning the disadvantages of corticotropin or corti- 
sone in the treatment of tuberculosis should be completely re- 
vised; when rightly used in association with antibiotics these 
hormones may have an unquestionably beneficial effect. 


Intravenous Injections of Epinephrine (Suprarenin) in Treatment 
of Pulmonary Tuberculosis and of the Refractory Cavity. 
F. Hanel and H. J. Hennig. Beitr. Klin. Tuberk. 112:64-69 
(No. 1) 1954 (In German) [Berlin, Germany]. 


Since the symptoms that accompany the exudative phase of 
pulmonary tuberculosis, such as subfebrile temperatures, in- 
creased sedimentation speed of erythrocytes, leukocytosis, and 
increased neuropsychological irritability, are manifestations of 
sympatheticotonia, it seemed desirable to change the sympathetic 
reactivity toward the vagotonic side. Hianel had found that 
permanent stimulation of the vagus by means of neostigmine 
(Prostigmin) was effective in the exudative exacerbation of 
pulmonary tuberculosis. Neostigmine proved effective not so 
much by stimulating the vagus as by inhibiting cholinesterase 
and thereby prolonging the vagotonic reactions. In exudative 
pulmonary tuberculosis this results in a reduction of the harmful 
neutrophilia, increase in lymphocytes, reduction of the elevated 
temperature, and a transformation of the exudative into a pro- 
ductive process. The authors treated exudative exacerbations in 
the course of pulmonary tuberculosis by giving one-half tablet 
of neostigmine daily from 8 to 12 times. If the exudative exacer- 
bation had not completely subsided at the end of six or eight 
weeks, and the efficacy of neostigmine had been largely ex- 
hausted, the authors resorted to intravenous injections of epi- 
nephrine to stimulate the vagotonic counter-regulation. A 0.1% 
solution of epinephrine was injected intravenously two or three 
times each week in gradually increasing doses from 0.02 to 0.2 
cc. The epinephrine solution is taken up into a 1 cc. syringe, 
mixed with blood, and then slowly injected while the pulse rate 
is watched, because at the onset of this treatment even a fourth 
of the dose may cause tachycardia, pallor, tremor, and perspira- 
tion. The authors used epinephrine therapy by injection in 39 
patients with refractory cavities. The histories of three typical 
patients are presented. In a few of these patients from 12 to 15 
injections of epinephrine proved adequate, but in most patients 
30 or more injections were necessary and in one patient as many 
as 56. This treatment resulted in closure of the refractory cavities 
in 33 of the 39 patients. 


Diagnosis of Histoplasmosis. M. A. Fidalgo Diaz. Med. colon. 
24:23-33 (July 1) 1954 (In Spanish) [Madrid, Spain]. 


Histoplasmosis is a diffuse mycosis of the reticuloendothelial 
system that attacks infants, young children, and elderly persons. 
The course of the disease in the first two groups is different from 
that in the third. In infants and young children the early symp- 
toms consist of fever and gastroenteritis followed by progressive 
anemia with leukopenia, adenopathies, hepatosplenomegaly, loss 
of weight, and terminal cachexia. In the final stages of the disease 
petechial purpura hemorrhagica is frequent. In elderly persons 
ulcers and papules of the skin and mucosa, often with perforation 
of the involved structures, are frequent. Laryngeal and broncho- 
pulmonary forms of the disease are the commonest. A positive 
reaction to histoplasmin is specific of histoplasmosis. The myco- 
logic diagnosis consists of the identification of the causative agent 
(Histoplasma capsulatum) in microscopic preparations and in 
cultures. In microscopic preparations of tissues of the bone 
marrow, adenopathies, and ulcers stained with hematoxylin 
eosin the organism appears in the form of oval cells of 3 to 
5 u surrounded by a capsule that stains by the silver impregnation 
method of the Heidenhain stain. The parasitic cells are within 
the reticuloendothelial and the giant cells. In cultures prepared 
on Sabouraud’s medium and maintained in the incubator at a 
temperature of 25 to 37 C for four weeks the organism appears 
in the phase of a yeast owing to slow development. The differ- 
ential diagnosis is made from kala-azar, syphilis, Hodgkin’s 
disease, and toxoplasmosis. The author directs attention to the 
fact that positive results of the intradermal reaction of histo- 
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plasmin in patients with apparent calcifications of pulmonary 
tuberculosis show the pulmonary form of histoplasmosis with 
calcification of the nodules, which is a benign form of histo- 
plasmosis calling for further investigations. 


Therapeutic Studies in Hyperthyroidism: Use of Radioactive 
lodine. H. Stone, B. Catz, D. Petit and P. Starr. California Med. 
81:4-6 (July) 1954 [San Francisco]. 


The thyroid clinic at the Los Angeles County General Hospital 
began using the eight-day half-life isotope I'*! in April, 1948. 
From that time until September, 1953, the drug had been given 
to 394 patients. This report deals with an analysis of 112 cases 
of hyperthyroidism observed for from six months to five years, 
The following points governed the selection of patients for treat- 
ment with radioactive iodine: (1) those who were past the age 
of 40, or (2) had had previous surgical treatment with subsequent 
recurrence of the disease, or (3) were considered to be poor 
surgical risks, or (4) refused operation. Sixty-nine of the patients 
had diffuse goiter, 33 had nodular goiter, 1 had substernal goiter, 
and 9 had no enlargement of the gland. Sixteen had undergone 
thyroidectomy before treatment with radioactive iodine; 61 had 
had medical treatment with antithyroid drugs; and 6 had received 
both of these treatments. The average single dose of radioactive 
iodine was 7 mc. Patients were observed for at least eight weeks 
before an additional dose of radioactive iodine was given. Re- 
treatment with from one-half to the full initial dose was con- 
sidered if the clinical status had not improved and the protein- 
bound iodine level in the blood had not dropped. The size of 
second and third doses was determined by the clinical status and 
the results of repeated tracer studies. All but 2 of the 112 
patients were relieved of hyperthyroidism. One of the two 
patients not relieved failed to persevere in treatment, and the 
other one died of an intercurrent disease. Ninety-eight patients 
returned to a euthyroid status, 9 of them being temporarily 
hypothyroid. In 12 patients there developed what appears at 
this time to be permanent hypothyroidism. 


Evaluation of Gastroscopy. A. P. Klotz, J. B. Kirsner and W. L. 
Palmer. Gastroenterology 27:221-226 (Aug.) 1954 [Baltimore]. 


To evaluate the role of gastroscopy in the diagnosis of gastric 
disease 1,527 gastroscopic examinations in 1,115 patients were 
analyzed. After eliminating unsatisfactory or incomplete exami- 
nations there remained 1,382 satisfactory gastroscopic examina- 
tions in 970 patients. Only one lesion is known to have been 
overlooked in the 1,382 successful gastroscopic examinations 
and the corresponding radiological studies. Seventy-two, or 88%, 
of 82. surgically proved malignant lesions were correctly diag- 
nosed by x-ray examination and 66, or 80%, by gastroscopy. 
All of the 82 lesions were seen by x-ray or gastroscopic exami- 
nation or both. It is apparent that the diagnosis of gastric 
malignant lesions requires the diagnostic use of both roentgen 
rays and gastroscopy. X-ray examination failed to clarify the 
diagnosis in 17 of 33 patients with large gastric folds; gastroscopy 
failed in 6 and revealed the correct diagnosis in 27 cases; and 
both methods failed in 4 of the 33 cases. The diagnosis of benign 
gastric ulcer based on the clinical findings, x-ray examination, 
and gastroscopy was correct in 95 of 96 cases in which the 
lesion was visualized gastroscopically. The authors feel that the 
results of this analysis indicate strongly that if x-ray examination 
or gastroscopy is reported as suspicious of malignant lesions 
exploratory operation should be performed. In cases of un- 
equivocal gastric carcinoma gastroscopic examination may pro- 
vide important additional information regarding the type of 
neoplasm, its location, extent, and operability. 


The Aetiology and Treatment of Chronic Pancreatitis, with 
Report of a Case. A. J. Glazebrook. Manitoba Med. Rev. 
34:399-401 (Aug.-Sept.) 1954 [Winnipeg, Manitoba, Canada]. 


Current theories of the cause and treatment of chronic 
pancreatitis are discussed. The causative factors mentioned are 
gallbladder disease, alcoholism, dietary deficiency, various 
toxins, virus diseases such as mumps, intraductal papillomas, 
trauma, and heredity. Two clinical characteristics are of particu- 
lar interest: emotional disturbance, which, when not caused by 
pain of long duration, is the result of metabolic disorder; and 
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the intense nature of the pain of chronic pancreatitis, often 
relieved by flexion of the trunk and aggravated by lying straight. 
Medical treatment of the disease is mostly symptomatic. The 
institution of an ulcer diet is imperative. Pancreatin and 
other proteolytic enzymes should be administered. The anti- 
cholinergics, in the author’s opinion, are of value in treating 
acute inflammations of the pancreas but disappointing in chronic 
relapsing pancreatitis. The relief of pain can be accomplished 
with meperidine (Demerol) hydrochloride or morphine, but the 
danger of addiction is great. The four therapeutic procedures 
offered by surgery are still in the experimental stage. They are: 
sphincterotomy of the sphincter of Oddi to prevent pancreatic 
reflux, gastric resection with or without vagotomy, splanchnicec- 
tomy, and, as a last resort, pancreatectomy. A case is reported 
in which deep x-ray therapy of the pancreas caused a complete, 
though seemingly temporary, remission. The patient’s serum 
amylase level fell from 220 to 35 units. At the time of writing it 
had risen again to 180 units. Minor attacks of pain were easily 
controlled. Deep irradiation therapy seems to be worth a trial 
in intractable cases of chronic pancreatitis when the patient is 
faced with pancreatectomy. 


Ulcerative Colitis: Therapeutic Effects of Corticotropin (ACTH) 
and Cortisone in 120 patients. J. B. Kirsner and W. L. Palmer. 
Ann. Int. Med. 41:232-250 (Aug.) 1954 [Lancaster, Pa.]. 


Corticotropin (ACTH) or cortisone was given to 55 men and 
65 women with ulcerative colitis. The disease was classified as 
mild in 6, moderately severe in 52, and severe in 62. Few of 
the patients had responded consistently to previous medical 
treatment, and improvement, when it occurred, was only tem- 
porary. The initial dose for corticotropin, the dominant drug 
in the treatment of 108 patients, was 30 units given intramuscu- 
larly every six hours. Cortisone was the only steroid adminis- 
tered to 12 patients, and its initial dose was 200 or 300 mg. 
given by mouth daily. The immediate clinical response was 
considered good or moderately favorable in 94 of the 108 
patients given corticotropin and in 9 of the 12 patients given 
cortisone. The response included prompt subsidence of fever, 
tachycardia, abdominal distress, and bloody diarrhea, and in- 
creased appetite and a sense of well-being. The proctoscopic 
appearance of the colon improved in 85 patients. Eosinophil 
counts decreased significantly in 67 of the 72 patients examined. 
Alkalosis occurred in 76 of the 102 patients whose electrolytes 
were measured repeatedly; hyperglycemia occurred in 8 of 43 
patients; glycosuria in 25 of 99 patients; and leukocytosis in 
62 of 92 patients. Edema occurred temporarily in 102 patients, 
rounding of the face in 81, acne in 69, and hypertension in 35. 
Allergy to corticotropin developed in eight patients. Therapy 
was complicated by infection in 16 patients. The period of 
observation after treatment with corticotropin and cortisone 
varied from less than 12 months to more than three years. 
Sixty-eight of the 94 patients who initially responded to corti- 
cotropin had recurrences, and so did 6 of the 9 patients who 
were improved immediately by cortisone. Emotional tension, 
physical fatigue, respiratory infection, other intercurrent illness, 
and dietary indiscretion usually were associated chronologically 
with the return of symptoms. Many of the recurrences appeared 
to be less severe than those preceding steroid therapy and sub- 
sided with careful medical management; some of these recur- 
rences were, in fact, relapses, occurring soon after the termina- 
tion of therapy. Remissions continued in 26 of the 94 patients 
in the corticotropin group-and in 3 of the 9 patients in the 
cortisone group. Nine patients remained well for two or three 
years after steroid therapy. Many additional patients who had 
recurrences shortly after treatment subsequently remained well 
for long periods. Corticotropin gel, though less potent than the 
aqueous preparation, was clinically effective in occasional 
patients. Corticotropin administered intravenously induced 
striking and, at times, dramatic improvement in the 14 patients 
not responding adequately to corticotropin given intramuscu- 
larly. Hydrocortisone (compound F) acetate was administered 
orally in doses of 125 mg. daily to three patients; it appeared 
to be less effective than corticotropin and more potent than 
cortisone. The current clinical status seems to be excellent in 
35 patients and moderately improved in 57; 12 patients are 
unimproved but continue medical treatment; 9 patients required 
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surgical treatment (colectomy and ileostomy) with excellent to 
satisfactory results in 7. Seven patients died; death was unrelated 
to steroid therapy in four, while in the other three it was prob- 
ably attributable to the use of corticotropin. Corticotropin and 
cortisone do not specifically cure ulcerative colitis, prevent re- 
currences, or replace established methods of treatment; when 
administered with due regard for the various complications of 
steroid therapy as well as of the disease itself the hormones are 
useful therapeutic adjuncts. 


The Treatment of Idiopathic Thrombocytopenic Purpura with 
ACTH and Cortisone. S. Pariser and L. R. Wasserman. Acta 
haemat. 12:11-26 (July) 1954 (In English) [Basel, Switzerland]. 


The therapeutic response of patients with chronic idiopathic 
thrombocytopenic purpura to corticotropin (ACTH) or cortisone 
differs considerably from that of patients in whom the disease 
is acute. The results obtained in the treatment of acute idiopathic 
thrombocytopenic purpura seem to indicate that corticotropin 
and cortisone modify the course of the disease by suppressing 
the causative humoral and/or vascular factors while the patient 
is under hormone therapy. Corticotropin and cortisone in them- 
selves, however, do not cure the disease or shorten its natural 
course, and their withdrawal is usually followed by relapse. 
The fact that patients who relapse after cessation of therapy 
may fail to respond to readministration of the hormones repre- 
sents a serious danger and makes it advisable to continue the 
treatment for the estimated natural course of the disease, i. e., 
three to five months after its onset. The initial attempt to secure 
a remission should be made with corticotropin, but later, when 
maintenance therapy is needed, cortisone given orally may prove 
more convenient. A relapse after a remission induced by from 
three to five months of hormone therapy should be taken as an 
indication for immediate splenectomy in patients with acute 
idiopathic thrombocytopenic purpura. Corticotropin and corti- 
sone, which usually produce increased vascular resistance but 
little or no platelet response in patients with chronic idiopathic 
thrombocytopenic purpura, are chiefly useful for such patients 
as a means of tiding them over periods of exacerbation until 
operative intervention can safely be undertaken. Splenectomy 
is still the treatment of choice in chronic idiopathic thrombo- 
cytopenic purpura, both because it induces a remission in most 
patients with this condition and because attempts to maintain 
patients with chronic purpura on hormone therapy for a long 
period are impractical and may be attended with danger. Corti- 
cotropin and cortisone should, however, be prescribed as main- 
tenance therapy to increase capillary resistance and perhaps 
prevent serious vascular accidents in patients in whom splenec- 
tomy fails to produce a remission. The use of the hormones did 
not interfere with wound healing in any of the patients in this 
series who were subjected to splenectomy, and their adminis- 
tration can safely be continued during the initial postoperative 
period. : 


Trichloroethylene Toxicity: Report of Five Fatal Cases. M. 
Kleinfeld and I. R. Tabershaw. A. M. A. Arch. Indust. Hyg. 
10:134-141 (Aug.) 1954 [Chicago]. 


Trichloroethylene has found ready application in both industry 
and medicine. It lends itself well to use as a degreasing fluid, 
commercial solvent, and dry cleaning agent. Because of its 
analgesic and narcotic properties it has been prescribed for 
angina pectoris, neuralgia, and cephalalgia, and as an analgesic 
and general anesthetic for operations of short duration. Kleinfeld 
and Tabershaw show that reports on the toxicity of this substance 
and on deaths resulting from it have been chiefly of European 
origin. Because of a recent incident of trichloroethylene poison- 
ing, the authors searched the collected data of the Division of 
Industrial Hygiene of the New York State Department of Labor 
and discovered five deaths believed to be due to trichlorothylene. 
Four of the patients presented the following features: all were 
employed at degreasing operations; all continued to work in 
spite of complaints, such as nausea, drowsiness, dizziness, and 
vomiting; all died suddenly, three within several hours after 
leaving the plant and the fourth while at work. Autopsies showed 
no gross anatomic changes other than general congestion of the 
viscera, but on toxicologic analysis trichloroethylene in varying 
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concentration was present in all. The fifth person died in hepato- 
renal failure due to accidental drinking of trichloroethylene. 
The authors stress the need of better correlation of medical, 
chemical, and engineering data; the development of a biological 
test that correlates the clinical picture with the atmospheric con- 
centration; the maintenance of the maximum allowable concen- 
tration (MAC) of trichloroethylene at or below 100 ppm parts 
of air. Recently, however, several investigators suggested that 
the MAC be raised to 200 ppm. The authors give reasons why 
they regard this as unwise. 


Simple Device to Remove Ring from Finger. E. Peritz. J. Am. 
M. Women’s A. 9:257 (Aug.) 1954 [New York]. 


It is advisable to remove a ring from a finger that has been 
injured or is diseased. The method described accomplishes re- 
moval of even a tight ring without cutting it. To facilitate slipping 
the ring over the interphalangeal joint, the end of a yard-long 
piece of string or heavy wool is introduced under the ring toward 
the back of the hand. The string above the ring is then wound 
tightly around the finger, each turn as near as possible to the 
previous one until the string has ascended the finger past the 
proximal interphalangeal joint. By unwinding the string from 
the bottom up one lifts the ring gradually, using the string as a 
lever and taking advantage of the fact that the string has com- 
pressed the soft tissue over the joint. 


Disseminated Myocardial Infarction. B. B. Kun. J. M. Soc. New 
Jersey 51:304-311 (July) 1954 [Trenton, N. J.]. 


Kun describes a type of myocardial disease that he desig- 


“nates as disseminated myocardial infarction but that has also 


been described under such terms as coronary insufficiency, 
coronary failure, atypical myocardial infarction, subendocardial 
focal necrosis, or subendocardial infarction. Acute attacks due 
to coronary artery disease can be classified into one of three 
groups: 1. Myocardial ischemia, also called angina pectoris, is 
an acute attack of myocardial anoxia initiating coronary spasms 
and chest pain, without evidence of myocardial infarction. 2. 
Disseminated myocardial infarction is located mainly in the 
papillary-subendocardial layers (subendocardial dissemination) 
or involves the whole depth of the ventricular myocardium 
(intramural dissemination), but always in a patchy fashion. 
There is no occlusion of a coronary artery. 3. Transmural myo- 
cardial infarction is a confluent or wall-to-wall necrosis of the 
ventricular musculature due to occlusion of a coronary artery. 
The author gives a comprehensive description of the second of 
these three forms, disseminated myocardial infarction. Con- 
striction of the coronary artery, including the meta-arterioles 
and capillaries, causes distention and stasis in the capillary 
veins, and this stasis, and the increased permeability of the 
coronary-capillary system, results in extravasation of blood into 
the myocardium. This extravasation of blood is disseminated 
myocardial infarction. The left ventricular musculature is 
predominantly involved, and myocardial disease begins in 
the subendocardial region (i. e., the inner third of the ventricu- 
lar musculature). Dissemination of infarcts progresses irregu- 
larly within this internal subendocardial layer and parallel to 
the subendocardial lining, but between the endocardium and 
the scattered infarctions in the subendocardial there is a thin 
strip of undamaged myocardium preventing the extension of 
dissemination into the lining of the ventricular cavity. While 
disseminated myocardial infarction may not be readily dis- 
tinguishable from an acute occlusion of the coronary artery, 
there are differentiating electrocardiographic signs, particularly 
in serial electrocardiographic tracings. Another distinguishing 
feature in differentiating intramural dissemination from trans- 
mural infarction (coronary occlusion) is the absence of severe 
shock and friction rub. Since the disseminations are almost 
exclusively within the inner regions of the myocardium, the 
pericardium, as a rule, is not involved. After massive trans- 
mural infarction, however, the pericardial surface becomes 
necrotic, localized pericarditis with or without hemopericardium 
may develop, and a friction rub may be heard. Furthermore, 
transmural infarctions following coronary occlusion initiate 
through-and-through necrosis, frequently causing mural thrombi 
and embolic phenomena, but a thin layer of healthy endo- 
cardial lining is present even in extensive subendocardial dis- 
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semination. Consequently, mural thrombi within the left yen. 
tricle do not develop, and embolic complications are absent. 
A favorable prognosis is the rule in disseminated infarction 
due to the absence of mural thrombi, severe shock, and cardiac 
failure. The earliest possible termination of the coronary spasm 
through vasodilation is the first concern in the treatment of 
disseminated myocardial infarction. Nitrites (nitroglycerine and 
amyl nitrite inhalations) are the treatments of choice. Occa- 
sionally, in severe attacks oxygen proves beneficial. If arrhyth- 
mias should occur, quinidine sulfate, 0.2 gm. every four hours, 
is given and discontinued as soon as the regular rhythm returns. 
Rutin with ascorbic acid may be beneficial to decrease capillary 
permeability. Bed rest is advisable for from one to three weeks. 


Treatment of Chronic Bronchitis. W. L. Dunn. Virginia M. 
Month. 81:375-377 (Aug.) 1954 [Richmond, Va.]. 


Most cases of chronic bronchitis are secondary to some other 
disease, either pulmonary or nonpulmonary. Hence, successful 
treatment depends on finding the primary cause and eliminating 
it if possible. If tuberculosis, bronchiectasis, a tumor, or con- 
gestive heart failure is found, vigorous treatment should be 
instituted promptly. Attention should be given to diet, rest, 
recreation, and general hygiene. Diet should be simple, whole- 
some, and sufficient to maintain a satisfactory weight. A life 
of moderation in all things, including adequate rest and suffici- 
ent but suitable recreation, should be followed. Clothing should 
be adequate to prevent chilling. The home and office should be 
kept at an even temperature and comfortably warm, but not 
overheated. Tonics, hormones, and vitamins may be helpful. 
Although symptoms will be fewer in a warm, mild, dry climate 
free of smoke, dust, and irritating fumes, it is usually not 
desirable to uproot these patients. It is probable that there is 
always some aggravation of cough as a result of smoking. The 
expectorants provide symptomatic relief in patients with severe 
cough whose sputum is thick and tenacious. The bronchodilator 
drugs such as epinephrine, ephedrine sulphate, atropine, and 
aminophylline accomplish as much when given orally as when 
given by inhalation or injection. The results ‘achieved with 
antihistaminic drugs have been disappointing. The sulfonamides 
and antibiotics are most effective in the subacute phase of the 
disease or during an exacerbation of the chronic process. Since 
there is no known treatment that will eradicate the infection 
in chronic bronchitis, and since it is not desirable to give either 
sulfonamides or the antibiotics over long periods, care and good 
judgment are needed in deciding when administration of one of 
these drugs is indicated and how long it should be continued. 
Recently efforts have been made to liquefy heavy bronchial 
exudates by the inhalation of solutions of proteolytic enzymes. 
The value of this method and its possible harmful effects have 
not been throughly investigated. 


Hypoglycemia in Relation to Duodenal Ulcer. L. C. Beck. J. 
Am. Geratrics Soc. 2:422-428 (July) 1954 [Baltimore]. 


A series of 96 patients was studied to ascertain if there might 
be a greater incidence of hypoglycemia (as observed in the 
glucose tolerance curve) among patients with roentgenologically 
proved duodenal ulcer, and therefore with a greater increase in 
free hydrochloric acid, than among a similar group of patients 
in whom no duodenal ulcer could be roentgenologically shown. 
Each patient in this series had symptoms or physical findings, 
or both, that justified a complete gastrointestinal study in order 
to confirm the diagnosis of duodenal ulcer. Among the nonulcer 
group, diagnoses included pylorospasm, prolapsed redundant 
gastric mucosa, anorexia nervosa, relapsing pancreatitis, hyper- 
trophic gastric mucosa, cholecystitis, and cholelithiasis—all 
conditions that could mimic duodenal ulcer. There were 47 
patients in whom duodenal ulcer was proved by roentgen 
examination and who had free hydrochloric acid; 24, or more 
than half (51%) of this group had hypoglycemia (70 mg. of 
glucose per 100 cc. or less). The 49 patients without duodenal 
ulcer included 40 with free hydrochloric acid and 9 with 
achlorhydria. Among the 40 with free hydrochloric acid there 
were five (12.5%) who had hypoglycemia. There were no 
patients with hypoglycemia in the group with achlorhydria. The 
author emphasizes that control of hypoglycemia is an important 
factor in the management of duodenal ulcer. The use of high- 
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fat diets and frequent feedings has given place to the high- 
protein diet in the management of this type of hypoglycemia 
on the basis of the physiological principle that about 50% of 
amino acids are converted into glucose. 


North American Blastomycosis: Clinical Forms of the Disease 
and Treatment with Stilbamidine and 2-Hydroxystilbamidine. 
W. D. Sutliff, J. W. Kyle and J. L. Hobson. Ann, Int. Med. 
41:89-107 (July) 1954 [Lancaster, Pa.]. 


Observation of 25 patients with North American blastomy- 
cosis in the past seven years provided information about 
clinical forms of the disease and about the response to therapy. 
The sites of infection in this series were chiefly cutaneous, 
pulmonary, and osteomyelitic. Cutaneous lesions were ob- 
served alone in five patients, and in a total of 16 patients. 
Pulmonary lesions were observed alone in five patients, and in 
a total of 18 patients. Osteomyelitic lesions were observed alone 
in one patient, and in a total of five patients. Central nervous 
system, laryngeal, and prostatic infections were seen in one 
patient each, and all of these were associated with other lesions. 
There were five deaths in a group of 18 patients. Observations 
on these 18 consecutive patients showed that the 9 who had 
solitary lesions, or lesions confined to one organ system, had the 
most favorable prognosis. It was found that stilbamidine and 
2-hydroxystilbamidine are an improvement over therapy for- 
merly used in the treatment of North American blastomycosis. 
Among the patients treated before the aromatic diamidines were 
available none showed a prompt remission of lesions, with the 
exception of three in whom surgical excision was found pos- 
sible. The treatment of North American blastomycosis with 
stilbamidine and 2-hydroxystilbamidine resulted in prompt 
arrest of the disease in most cases. One relapse and two refrac- 
tory cases were observed. The relapse followed stilbamidine 
therapy. One refractory case was treated with stilbamidine and 
2-hydroxystilbamidine, and the other refractory case was treated 
with 2-hydroxystilbamidine. No definite superiority of the 
therapeutic effects of either drug was observed. Stilbamidine 
administration was followed by troublesome neurotoxicity. Two- 
hydroxystilbamidine administration led to occasional weakness 
or circulatory collapse. Further development of precautions to 
avoid toxicity, adjustment of dosage to avoid relapses or cure 
refractory cases, and longer periods of observation are needed 
to define the optimal results from therapy with these thera- 
peutic agents. 


An Outbreak of Infectious Hepatitis Apparently Transmitted 
Through Water. C. B. Tucker, W. H. Owen and R. P. Farrell. 
South. M. J. 47:732-740 (Aug.) 1954 [Birmingham, Ala.]. 


An explosive outbreak of gastroenteritis started on July 6, 
1952, at a summer camp in Tennessee. One hundred twenty-two 
of a camp population of 291 (41.9%) showed symptoms of 
gastroenteritis. The illness was characterized by sudden onset 
with nausea, vomiting, diarrhea, abdominal cramps, and fever. 
It lasted from two hours to four days. Beginning on July 28, 
1952, infectious hepatitis began to develop among persons who 
attended the camp during the period July 1 to July 10, 1952. 
The hepatitis was characterized by insidious or sudden onset 
with loss of appetite, nausea, vomiting, headache, lassitude, 
abdominal distress, fever, chilly sensations, jaundice, clay- 
colored stools, and dark urine. Blood specimens were collected 
from some of the patients, and appropriate tests ruled out the 
possibility of leptospirosis. Symptoms of infectious hepatitis 
developed in 102 or 35.1% of the 291 campers. The attack rate 
was greater in the age range 10 to 19 than in those over 20 
years of age, but there was no difference in the sex incidence. 
The minimum incubation period was 22 days, the maximum 
46 days. The sudden onset of cases of gastroenteritis, the dis- 
tribution of cases of gastroenteritis and infectious hepatitis 
throughout the camp population, the prevalence of infectious 
hepatitis among visitors to the camp who drank water from the 
camp supply, and the fact that it was possible to show that the 
spring used as a source of water for the camp was being 
polluted through a break in a sewer line extending from one of 
the cottages to the main sewer line all point to the water supply 
as the source of the infections. 
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Staphylococcal Infections and the Problem of Antibiotic- 
Resistant Staphylococci. W. W. Spink. A. M. A. Arch. Int. Med. 
94:167-196 (Aug.) 1954 [Chicago]. 


Spink is concerned with the changing clinical pattern of 
severe micrococcic (staphylococcic) sepsis from the presulfon- 
amide era up to the present day of multiple antibiotics, the 
factors underlying the resistance of micrococci to sulfonamides 
and antibiotics, and with the epidemiological and therapeutic 
implications of this bacterial resistance. His observations on 
these problems were begun in 1933 at the Boston City Hospital 
and continued during the 20 years following. There are at 
least four possible mechanisms to explain the appearance of 
resistant micro-organisms: 1. Mutants resistant to the destruc- 
tive action of a given antibiotic may appear and reproduce 
spontaneously in a bacterial population totally independently 
of the presence or absence of the antibiotic. 2. A bacterial 
population can contain mutants resisting the action of an 
antibiotic. The antibiotic kills the sensitive cells, permitting the 
resistant cells to reproduce and to present eventually a uni- 
formly resistant culture. 3. Bacterial resistance is not dependent 
upon genetic factors, but it represents through enzymatic ac- 
tivity a temporary metabolic adjustment to an unfaborable 
environment. This may include morphological changes as well 
as functional adaptation. 4. The complex picture of bacterial 
resistance can best be explained by combining all of the three 
foregoing hypotheses. The author presents some evidence for 
each of these four hypotheses. There has been a dissemination 
of antibiotic-resistant micrococci among the population, especi- 
ally in hospital groups where the drugs have been used inten- 
sively. During 1952 and 1953 the increase in cases of severe 
micrococcic sepsis with septicemia has been disheartening in 
the clinics of the University of Minnesota. The over-all mor- 
tality rate has been over 50%, and 90% of those patients have 
had acute bacterial endocarditis. An analysis of this high death 
rate indicated several factors, such as infections due to anti- 
biotic-resistant micrococci, delay in initiating treatment, selec- 
tion of the wrong antibiotic or combination of antibiotics, and 
the presence of other debilitating conditions. The author has 
seen instances of fatal septicemia due to resistant micrococci 
resulting from thrombophlebitis, which in turn had been in- 
duced by indwelling plastic tubing used for a continuous intra- 
venous drip. The results of surgical procedures on the prostate 
gland and in the abdominal and thoracic cavities have been 
marred by fatal postoperative infections due to contamination 
of the wounds with resistant micrococci. There are severe and 
even fatal forms of enterocolitis, in which several antibiotics 
have been implicated, including penicillin, streptomycin, oxy- 
tetracycline, chlortetracycline, and erythromycin. There are 
severe ulcerating lesions of the skin, subcutaneous tissues, and 
even of the muscles that are induced by a strain of Micro- 
coccus that not only is highly resistant to several antibiotics but 
that also produces dermonecrotoxin. Before any therapeutic 
agent is administered in the severe forms of micrococcic sepsis, 
the offending micro-organisms should be isolated and identified, 
all suppurating and necrotic tissues and cavities should be 
drained surgically, and treatment with an antibiotic, preferably 
with a combination of antibiotics, should be instituted as soon 
as possible. The antibiotics should be selected on the basis: of 
clinical experience that at the time has shown those agents to 
be most effective against a majority of the strains. In the mean- 
time, in vitro tests should be carried out to determine the 
sensitivity of the culture to a number of antibiotics. In using 
antibiotics for therapy in micrococcic sepsis one must be as 
aggressive and as persistent as one is in the therapy of subacute 
bacterial endocarditis due to alpha hemolytic streptococci. 
Treatment should not be discontinued too soon, since severe 
and even fatal relapses may occur in patients who have mani- 
fested improvement. In further commenting on the problem 
of resistant strains the author stresses that, since penicillin is 
such an effective agent in those instances in which the organisms 
are sensitive, and since penicillin resistance is correlated with 
the production of the enzyme penicillinase, efforts should be 
aimed at inactivating this enzyme in the body. This problem 
may not be insurmountable. 
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A Severe Case of Generalized Tetanus Cured with Artificial 
Hibernation. A Comparini and A. Centaro. Sett. med. 42:79-84 
(Feb. 15) 1954 (In Italian) [Florence, Italy]. 


An 18-year-old stone worker was hospitalized with general- 
ized tetanus secondary to a wound in the popliteal space caused 
by a splinter of stone 10 days before. Pronounced lockjaw, 
characteristic “facies sardonica,” superficial respiration, marked 
hypertonia of all the muscles, and opisthotonos were present. 
The attacks of tonic contraction of all the muscles, especially 
the respiratory, were frequent and prolonged. Specific therapy 
was instituted at once with the subcutaneous administration of 
200,000 I. U. of tetanus antitoxin in two doses and the intra- 
muscular injection of 1 cc. of tetanus toxoid. Penicillin was also 
given every three hours. Artificial hibernation was resorted to 
in order to control suffocation and the high fever. This, together 
with the administration of barbiturates for prompt action, 
curare for prolonged action, and refrigeration by means of ice, 
induced in the patient a state of protracted sleep, with few short 
interruptions, for 12 days. During this period, the tonic con- 
tractions of the striated muscles and the high temperature were 
effectively checked. Perspiration, which is usually marked in 
patients with tetanus, was markedly decreased; diuresis, how- 
ever, continued to be profuse for the entire acute phase of the 
condition, and the urinalyses were always normal. Although 
large quantities of heterologous serum were administered, there 
was no allergic manifestation in the patient. This was ascribed 
to the strong antihistaminic properties of the drugs used to 
induce artificial hibernation and to the blocking of the auto- 
nomic nervous system. On awakening the patient stated that he 
remembered nothing from the day of his admission and that, 
although he felt relativeiy well, he needed a good sleep. This 
complete amnesia and insensitivity during the entire acute 
period of the condition is of great importance in view of the 
fact that patients with tetanus are, as a rule, mentally alert, 
constantly aware of the danger of suffocation, and always 
threatened by oncoming contractions. The authors stress the 
fact that with their mode of treatment the psychic and sensory 
activities of the patient were not impaired. Further clinical 
experience is needed before making a definitive statement of 
the validity of this treatment in patients with tetanus. 


Treatment of Lupus Erythematosus: Present State of the 
Problem. J. Gaté, J. Rousset and D. Colomb. J. méd. Lyon 
35:587-596 (July 20) 1954 (In French) [Lyon, France]. 


The corticotropic hormones and the synthetic antimalarial 
drugs are the two classes of medicaments now receiving the 
greatest attention from workers studying the problem of lupus 
erythematosus. The timely administration of corticotropic hor- 
mones to patients with acute lupus erythematosus usually leads 
to rapid improvement, apparently amounting in some cases to 
cure. Discontinuance of the treatment, however, is followed in 
most cases by recurrence of the disease, whether acute or 
chronic. Interest in the antimalarial treatment of lupus 
erythematosus began with Propokchouk’s use of quinacrine. 
Digestive disturbances, headache, and even leukopenia, how- 
ever, were sometimes produced by the drug, and this led to the 
introduction of a less toxic preparation, chloroquine diphosphate 
(Nivaquine). Further advantages possessed by this preparation, 
which has been used by the authors in 18 patients, are greater 
manageability, a longer period of persistence in the blood after 
withdrawal, and the fact that it does not discolor the skin. It 
is generally well tolerated, although digestive disturbances of 
varying intensity and other side-effects, such as headache, a 
feeling of weakness and anorexia, disturbed vision, and lumbar 
pain, were noted in some of the patients; in only one case, 
however, were they severe enough to require suspension of 
the treatment. Dosage must be individualized, and treatment 
should be continued for from one to eight weeks according to 
the results obtained. Follow-up in 12 of the patients with 
chronic lupus erythematosus treated with chloroquine diphos- 
phate showed that 4 were completely cured, 2 had improvement 
estimated at 90%, and 6 had improvement of from 40 to 75%. 
Only 1 of the 18 patients had the disease in subacute form, 
and his was the only case in which the treatment failed com- 
pletely. Notwithstanding the excellence of these results, chloro- 
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quine diphosphate cannot be considered as a specific remedy for 
lupus erythematosus, because relapses may, and often do, occur, 
even after the lesions have apparently disappeared completely, 
Further experimentation should be directed toward two ends, 
determination of an adequate maintenance dose and the pos- 
sibility of combining chloroquine diphosphate with some of the 
products (especially bismuth) that have already proved useful 
in the treatment of lupus erythematosus. 


A Study of the Bone Marrow in Far-Advanced Pulmonary Tu- 
berculosis. D. R. Moomaw and H. L. Alt. Am. J. Clin. Path. 
24:929-933 (Aug.) 1954 [Baltimore]. 


The peripheral blood and the bone marrow were studied in 
11 patients with far-advanced tuberculosis. The most common 
changes in the peripheral blood were a mild anemia, an increase 
in band neutrophils, and thrombocytosis. The bone marrows 
showed no remarkable change in cellularity or in the number 
of megakaryocytes, but an increase in progranulocytes or a 
decrease in the erythrocytic series, or both, was noted in some 
cases. Miliary tubercles were found in the bone marrow of one 
patient who subsequently improved on routine care in a sana- 
torium. It appears that the miliary lesions in this instance 
represented an abortive hematogenous spread from a pulmonary 
lesion. Cultures of the bone marrow for tubercle bacilli were 
uniformly negative. 


Amebic Granuloma: Report of Four Cases and Review of the 
Literature. C. G. Spicknall and E. C. Peirce I. New England J. 
Med. 250:1055-1062 (June 24) 1954 [Boston]. 


Four case reports are given and the literature on amebic 
granuloma reviewed. Amebic granulomas may simulate other 
inflammatory diseases or neoplasms of the colon. For this 
reason, they are often misdiagnosed. Forty and nine-tenths per 
cent of all the lesions considered occurred in the cecum and 
were often thought to be appendicitis. Surgical intervention is 
especially harmful to patients with amebiasis and should be 
reserved for complications (intussusception, perforation, ob- 
struction, and abscess formation). It has been discovered that 
amebiasis and carcinoma of the colon may coexist. In cases of 
doubtful diagnosis, concentrated antibiotic therapy should be 
instituted immediately. In proved cases of amebic granuloma, 
when the stool is positive for Endamoeba histolytica, the 
authors have found a combination of diiodohydroxyquinoline 
(Diodoquin) and chloroquine followed by carbarsone effective. 
When a lesion of the colon is inaccessible to biopsy except by 
laparotomy and an amebic granuloma is suspected, a thera- 
peutic trial with antiamebic drugs is indicated before operation 
is performed. The great majority of amebomas disappear com- 
pletely within a month of the beginning of treatment. 


Porphyria: Clinical and Neuropathologic Report. G. A. Schwarz 
and J. A. L. Moulton. A. M. A. Arch. Int. Med. 94:221-247 
(Aug.) 1954 [Chicago]. 

Three fatal cases of porphyria are presented that illustrate 
the clinical features of the disease and represent classic ex- 
amples of the so-called acute, or intermittent, type. It is this 
type that is of special interest to the neuropsychiatrist, because 
many of its clinical manifestations are neurological, psychiatric, 
or both. It does not seem to be unusual to have the metabolic 
disorder discovered only after the neuropsychiatic symptoms 
have developed. The disease begins almost invariably with acute 
abdominal symptoms such as pain, nausea, and vomiting. 
Because of the not infrequent accompaniment of low-grade 
fever, leukocytosis, and tachycardia, surgical procedures are 
often carried out on these patients only to have the same 
abdominal pain continue afterward. It is possible that the pre- 
operative administration of barbiturates, the anesthetic agents, 
and the postoperative use of sedatives or antibiotics does aggra- 
vate the disease. Neuropathological studies were made in two 
of the cases described. In one of these there were changes in 
the leptomeninges, in the intrinsic vascular structure of the 
neuraxis, and in the neurones of the autonomic ganglia as well 
as in those of the central nervous system. These findings could 
best be explained:as a diffuse toxic reaction—meningopolio- 
encephalomyelitis. A review of the available literature on por- 
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phyria supports such an assumption and indicates that a mul- 
tiple neuritis is commonly a part of the neuropathological effect 
in porphyria. 


Pathogenesis of Hypertensive Encephalopathy and Its Relation 
to Malignant Phase of Hypertension: Experimental Evidence 
from the Hypertensive Rat. F. B. Byrom. Lancet 2:201-211 
(July 31) 1954 [London, England]. 


Byrom points out that around the turn of the century any 
acute cerebral symptoms in the hypertensive patient that could 
not be ascribed to major vascular accidents were regarded as 
results of renal failure. In 1914 Volhard recognized that “con- 
vulsive uremia” was simply an expression of severe hyperten- 
sion and suggested the term “pseudouremia,” a term that since 
the work of Oppenheimer and Fishberg in 1928 has given way 
to “hypertensive encephalopathy.” The syndrome presents itself 
in such patterns as generalized convulsions, local disturbances 
of cerebral function, and symptoms of increased intracranial 
tension, either singly or in combinations. The attacks are sudden 
and brief, and a steep additional rise in blood pressure may 
herald an attack. Although the hypertensive origin of the con- 
dition is firmly established, the mechanisms concerned remain 
obscure. Observations on rats suggest that hypertensive disease 
may be divided into two main grades of severity. In the first, 
the peripheral vasoconstriction is diffuse and so controlled that 
the distribution of blood to the tissues remains substantially 
normal, except where it is locally impeded by secondary degen- 
erative changes such as atheroma in the arterial wall. In the 
second, more severe grade there is superimposed on physiologi- 
cal vasoconstriction a state of focal but widespread pathological 
spasm. This spasm is a direct local response to the physical 
strain of excessive intra-arterial tension and can be traced to a 
physiological property of arterial muscle, namely, its faculty 
of contracting against a filling tension. The effects of the spasm 
depend on its intensity, duration, location, and extent. They 
comprise, in increasing order of severity: (1) transient distur- 
bance of function, (2) increased capillary permeability with 
attendant focal edema, and (3) local necrosis of the arterial wall 
and/or the tissue supplied. In the hypertensive rat the complete 
sequence of changes was shown in the brain. Spasm of the 
cerebral arteries and focal edema are closely correlated with 
acute cerebral symptoms. Arterial necrosis, though often pres- 
ent, is not essential to the causation of these symptoms. In 
addition, spasm was shown in the intestinal arteries, focal 
edema in the pancreas (commonly) and intestine (occasionally), 
and arterial necrosis in the pancreas, intestine, heart, kidney, 
and other tissues. It is suggested that in the human being acute 
hypertensive encephalopathy and the various forms of malignant 
hypertension are different expressions of this process. The sus- 
tained cerebral edema of malignant hypertension is, on this 
hypothesis, a state of chronic hypertensive encephalopathy. The 
arterial spasm that underlies these various changes can be 
abolished by lowering the blood pressure. 


Experiences in Severe Intractable Headaches. W. R. Chambers. 
South. M. J. 47:741-745 (Aug.) 1954 [Birmingham, Ala.]. 


Chambers describes a diagnostic procedure that the busy 
practitioner can employ in the 20 or 30 minutes he can spare 
for the patient with a severe headache. He has found it helpful 
to relate the patient’s story to a table that lists the following 12 
causal subdivisions for headaches: (1) tension headache (psycho- 
genic, menstrual, or menopausal); (2) migraine; (3) myalgia; (4) 
post-traumatic (hematoma, cervical disk protrusion, scars, men- 
ingeal adhesions, depressed skull fracture, etc.); (5) ear, eye, 
nose, and teeth; (6) brain tumor (neoplasm, aneurysm, abscess, 
etc.); (7) allergy; (8) neuralgias (trigeminal, herpetic, etc.); (9) 
systemic diseases (hypertension, arteriosclerosis, polycythemia, 
etc.); (10) toxic factors (carbon monoxide, benzene, lead, etc.); 
(11) malformations (Klippel-Feil syndrome, craniostenosis, etc.); 
and (12) epilepsy equivalent. The diagnosis is facilitated when 
the patient can be examined while he has headache. For ex- 
ample, a tooth can send pain into the temple or the ear, a pain 
that can be relieved by injecting procaine into the gum at the 
Suspected site. Pain originating from the nose can be stopped 
by placing a pledget of cotton soaked in local anesthetic solu- 
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tion between the turbinates. Supraorbital neuralgia caused by 
a post-traumatic scar along the course of the nerve can be 
controlled by injecting procaine into the supraorbital notch. 
Temporal arteritis can be relieved by injecting procaine along 
the course of the temporal artery. The occipital headache of 
cerivcal disk dislocation will yield to manual traction of the 
head upward from the trunk. Ergotamine will control migraine 
if given early, and a small intravenous injection of epinephrine 
will usually stop an allergic headache. Besides a needle and 
syringe the physician will need an otoscope, ophthalmoscope, 
nasopharyngoscope, and an educated finger. Bleeding or un- 
usual secretions from orifices should be asked about. Mounting 
pain behind a chronically draining ear may be an incipient brain 
abscess. Increased ocular tension in glaucoma can usually be 
felt. With the ophthalmoscope one may see papilledema, uremic 
or diabetic deposits, or the small skein of an angioma indicating 
a hemangiomatosis (Hippel-Lindau disease). The use of ther- 
mometer, reflex hammer, tuning fork, a pin, and a blood pressure 
apparatus should not be neglected. A spinal puncture (pressure, 
cell count, etc.) may be necessary, and the neurological exami- 
nation should be as complete as possible. Examination of the 
neck should not be neglected. Roentgen examination of the 
skull may show tumor or aneurysmal calcifications, enlarged or 
eroded sella, pineal shift, osteomyelitis, fractures, significant 
vascular markings, or bone disease. Permanent relief can now 
be provided for many types of headaches, provided the physi- 
cian recognizes and separates these for effective treatment. 


The Diagnosis and Treatment of Hypopituitarism. S. R. F. 
Whittaker and T. P. Whitehead. Brit. M. J. 2:265-269 (July 31) 
1954 [London, England]. 


Although the symptoms of hypopituitarism have been well 
described, patients with this condition often go untreated, 
indeed undiagnosed, for years, due to the slowness of its onset. 
Physicians are not aware of the entity, principally because it 
is rare, and they often misdiagnose patients with hypopituitar- 
ism. It is suggested that more use be made of biochemical 
investigations of pituitary function, so that the clinical symptoms 
will not have to be relied on exclusively. Experience with the 
nine patients who form the basis of this report, seven women 
and two men, showed that treatment with cortisone and thyroid 
extract is more satisfactory than with corticotropin (ACTH) or 
cortisone alone. The addition of methyltestosterone is recom- 
mended in some cases. The abnormality of water balance in 
hypopituitarism is emphasized, and it is suggested that water 
retention may be one of the causes of coma in this condition. 


SURGERY 


Association of Inguinal Hernia with Traumatic Rupture of Small 
Intestine. J. D. Hennessy. J. Irish M. A. 35:255 (Aug.) 1954 
[Dublin, Ireland.] 


The described case of traumatic perforation of the ileum in 
the presence of a recurrent inguinal hernia concerned a man, 
aged 43, who was hospitalized as an emergency surgical patient. 
Six hours previously, while walking in the garden, he tripped over 
a strand of wire. He was wearing a spring truss but had moved 
the pad well up on to the abdominal wall to relieve the pres- 
sure at its usual site. The hernia was not down at the time. As 
he fell, the bar of the truss hit against a bucket and caused the 
truss head to press into the anterior abdominal wall. He noticed 
pain immediately in the lower abdomen on the right side; it 
recurred with greater severity about one hour later and persisted 
thereafter. The abdomen was held tense. Tenderness and rigidity 
were more marked in the right iliac fossa. A small recurrent 
hernial sac was palpable at the medial end of the right inguinal 
scar. The sac was empty, but tender. At laparotomy a small per- 
foration, 1 cm. in diameter, was found on the small intestine 
about 18 in. (45.7 cm.) from the ileocecal valve. It was on the 
antimesenteric border, and the mucosa was pouting outward, al- 
most sealing the wound. The point of perforation lay within the 
abdomen at the level of the neck of the sac. Perforation and ab- 
domen were closed, and two months later a skin graft repair of 
the hernia was performed. One year later there was no evidence 
of recurrence of the hernia. This case conforms with those pre- 
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viously reported in that it occurred in a male patient with a long- 
standing right inguinal hernia. It rarely occurs on the left side, 
never in women, and never in any hernia other than inguinal. 
It is suggested that increased intra-abdominal pressure caused the 
ileum to rupture at a point of weakness, i. e., in the loop of 
intestine applied to the internal orifice of a hernial sac. 


The Gross Anatomy of the Lymphatics of the Human Pancreas. 
B. P. Evans and A. Ochsner. Surgery 36:177-191 (Aug.) 1954 
[St. Louis]. 


The authors made a detailed examination of the pancreatic 
lymphatics in 30 cadavers after injection with India ink sus- 
pension. These studies showed that even more radical surgical 
procedures than those presently employed for carcinoma of the 
head of the pancreas must be undertaken if a survival rate high 
enough to justify surgical intervention is to be achieved. The 
first-echelon pancreatic nodes in relation to the mesenteric ves- 
sels are those about the origin of the artery and termination of 
the vein as they lie posterior to the pancreas and cross the third 
portion of the duodenum. Radical operation for carcinoma of 
the head of the pancreas should include resection of this segment 
of the superior mesenteric vein. Because of the proximity of the 
midcolic vessels to the terminal portion of the superior mesen- 
teric vein and the likelihood of involvement of the midcolic 
lymph nodes, the operation should also include these vessels. 
If it becomes obvious that the blood supply to a portion of the 
transverse colon is jeopardized resection and anastomosis can 
be accomplished. Since lymphatic vessels have been seen cours- 
ing from the head of the pancreas to infrapancreatic nodes in- 
ferior to the right portion of the body of the gland, such an 
operation would also include removal of the neck and as much 
of the right half of the body of the gland as possible without 
interference with the splenic vessels. In some instances, total 
pancreatectomy and splenectomy would be indicated. The fol- 
lowing operative plan is proposed: (1) exploration, transduodenal 
biopsy; (2) elevation of duodenum and head of pancreas; (3) di- 
vision of the right half of gastrocolic omentum; (4) freeing of 
hepatic flexure and transverse colon; (5) exposure of superior 
mesenteric and midcolic vessels; (6) division of gastrohepatic 
omentum; (7) division of right gastric and gastroduodenal artery; 
(8) exposure of portal vein and superior border of body of pan- 
creas; (9) division of stomach in prepyloric area; (10) division 
of common duct; (11) division of jejunum and freeing of proxi- 
mal jejunal mesentery; (12) delivery of proximal jejunum and 
fourth portion of duodenum to the right of the superior mesen- 
teric vessels; (13) resection of superior mesenteric vein; (14) re- 
section of midcolic vessels if involved; (15) division of the pan- 
creas at the junction of the body and tail (in some instances total 
removal may be preferable); (16) removal of specimen; (17) re- 
anastomosis or grafting of superior mesenteric vein defect; (18) 
end-to-end choledochojejunostomy; (19) end-to-end pancreato- 
jejunostomy; (20) gastrojejunostomy; (21) resection of transverse 
colon and end-to-end anastomosis if viability is impaired; and 
(22) insertion of drain and closure of wound. 


Leg Length Inequality Treated by Epiphyseal Arrest and Stimu- 
lation: Preliminary Report. M. A. Accinno and M. V. Parker. 
J. M. A. Alabama 24:38-41 (Aug.) 1954 [Montgomery, Ala.]. 


Thirty-nine children were treated for inequality of leg length 
by epiphysial arrest and epiphysial stimulation. Poliomyelitis 
was the cause of leg length discrepancy in 35 patients, trauma 
in 1, and congenital shortening accounted for the other 3 cases. 
This paper presents the results of a preliminary analysis of the 
39 children. Epiphysial arrest had been used in 24 cases, the 
Phemister method having been used in 4 and stapling in 20. 
Epiphysial stimulation was employed in eight cases, and stapling 
and stimulation were used simultaneously in the remaining seven 
cases. The number of cases in each category is too small to 
draw final conclusions; however, epiphysial stapling appeared 
to offer a more rapid correction of the leg length inequality and 
could be used in patients of a younger age group than the 
Phemister type of epiphysiodesis. Unfortunately epiphysial sta- 
pling has been accompanied by a sizable number of complica- 
tions, a few producing deformities that in the future may result 
in disabilities of a magnitude greater than the untreated leg 
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length inequality. The complications associated with epiphysia| 
Staplings materially increase the number of surgical procedures 
to be performed. Serious complications can also result from the 
Phemister type of epiphysiodesis. Although the epiphysial stim. 
ulation procedure appears to have been an innocuous one, the 
amount of gain realized in this category has been small and jn 
many cases of little clinical value. 


Closure of Atrial Septal Defect and Pulmonary Valvulotomy 
in 49-Year-Old Man. V. O. Bjérk, C. Crafoord and E. Var. 
nauskas. Ann. Surg. 140:212-215 (Aug.) 1954 [Philadelphia). 


Bjork and associates describe observations on a 49-year-old 
man on whom they performed an operation for a huge atrial 
septal defect, which was combined with a stenosis of the pul- 
monary valve. After a sternum-splitting incision a valvulotomy 
according to Brock was performed. After the incision had been 
extended along the lower border of the sixth rib on the right 
side, and the pleural cavity had been entered, the superior and 
inferior vena cavae were freed and the groove between the 
right superior pulmonary vein and the right atrium was dis- 
sected out according to Sondergaard. There was no septal rim 
farther down, and therefore no groove could be dissected be- 
tween the right atrium and the right inferior pulmonary vein. 
The left index finger was then introduced through the right 
auricular appendage. An atrial septal defect of 4 by 5 cm. was 
palpated. A big, curved needle was introduced at the root of 
the aorta and guided in the septal rim by the intracardiac finger 
down through the upper portion of the interventricular septum 
and out behind the aorta as described earlier by Bjork and 
Crafoord. The sutures were then drawn taut over a piece of 
muscle from the chest wall to avoid the suture cutting through 
the thin atrial wall in the dissected groove. With the finger 
in the right atrium it could be felt that the defect was closed 
when the suture was drawn taut. The chest was closed. The 
patient made an uneventful recovery. The authors say that this 
method of closure of interatrial septal defects has now been 
used in 12 cases with 10 survivals. 


Mechanical Principles in the Surgery of Aortic and Mitral 
Incompetence. R. C. Brock. Brit. Heart J. 16:317-323 (July) 
1954 [London, England]. 


Whereas the operative treatment of valve stenosis has proved 
satisfactory in large numbers of cases, that of valve incompe- 
tence has not. Brock’s own experience has been that the mor- 
tality of various procedures that have been suggested is high 
and the results bad. He records some personal experiences and 
gives reasons why the methods used have failed. He feels that 
plastic valves are not apt to be successful.and that the patient's 
own tissues would be safer. The most popular substance has 
been pericardium, introduced into the heart or aorta in the 
form of a flap designed to correct the leakage of the incom- 
petent valve. There are three reasons why this usually fails: 
(1) fibrosis and shrinkage, (2) unsatisfactory placing, and (3) 
the influence of the axial stream of regurgitant blood. In dis- 
cussing these factors, the basic anatomy of mitral incompetence 
and a suggested correct mode of application of a reinforcing 
flap to control mitral regurgitation by extending the surface of 
contact of the posterolateral cusp are explained on the basis of 
diagrams. However, his experience with such a flap has shown 
that, although it can, technically, be introduuced so as to lie 
in the desired position, and though it is indeed flung against 
or across the valve orifice in systole, this is not the whole 
story. In fact it is not only flung “against and across” the valve 
orifice, it may be directed into the orifice and thus cause death 
from acute mitral obstruction. He cites one patient who recov- 
ered from the operation but collapsed and died 24 hours later. 
Examination of the heart showed that the flap had been placed 
perfectly in position as planned, and if such a flap could func- 
tion efficiently this should have done so. It had, however, pro- 
lapsed through the mitral orifice and some 3 cm. of it projected 
into the left atrium. It had caused acute obstruction of the 
mitral orifice. The author cites a case that illustrates the sig- 
nificance of severe functional mitral incompetence. When 
organic mitral incompetence is present, the valves do not meet 
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because there is shortening of the cusps. As the heart begins 
to fail the atrial ring dilates and secondary functional shorten- 
ing aggravates the existing incompetence; a vicious circle is 
st up of worsening incompetence and increasing dilatation. 
jt would appear, therefore, that surgical plans for the correc- 
ion of mitral insufficiency must seek to correct or mitigate this 
passive stretching of the atrial ring. 







Saddle Embolus of Aorta as Immediate Complication of Mitral 
Commissurotomy. T. C. Moore and E. J. Harris. Ann Surg. 
140:223-226 (Aug.) 1954 [Philadelphia]. 


An aortic saddle embolus was discovered in a 38-year-old 
woman shortly after a mitral commissurotomy. The peritoneal 
cavity was entered by means of a left paramedian muscle re- 
tracting incision. There was no pulsation at the bifurcation of 
the aorta nor in its terminal 4 cm. The peritoneum was incised 
and the terminal aorta and the common iliac arteries were 
dissected free. Umbilical tapes were placed about both iliac 
arteries and held on tension to prevent the distal displace- 
ment of embolic fragments from the terminal aorta. A 1.5 cm. 
incision Was made into the distal aorta on its anterior surface, 
and a 4 cm.-long embolus was found. It was dislodged partly 
by a milking motion but largely by the distal push of arterial 
blood. The aorta was immediately occluded with an angulated 
Potts coarctation clamp, which was placed proximal to the site 
of the incision. The lumen of the aorta was irrigated and the 
incision was closed with the use of a continuous silk suture. 
The clamp and tapes were then released and arterial blood 
fow reestablished to the lower extremities. The color and 
temperature of both feet improved immediately, and arterial 
pulsations could be palpated in both feet. The incision was 
closed in layers. The woman has continued to improve in the 
four months that have elapsed since the operation. The litera- 
ture pertaining to saddle embolus of the aorta is reviewed, with 
emphasis on its occurrence as an immediate operative compli- 
cation of mitral commissurotomy. The authors emphasize the 
importance of accurately recording the peripheral arterial 
pulses, both preoperatively and postoperatively, especially in 
patients with auricular fibrillation and a history of previous 
embolization. 




























Assessing the Inoperability of Bronchial Carcinoma by Angio- 
cardiography. B. V. Slesser, R. G. Britt and J. L. Freer. 
Thorax 9:91-99 (June) 1954 [London, England]. 


Slesser and associates feel that the assessment of inoperability 
of bronchial carcinoma by angiocardiography has not received 
sufficient attention in Britain. In their use of this method in 
31 cases they followed the principles of Dotter and Steinberg. 
They describe the technique employed and record the results 
obtained in two tables, the first listing the angiocardiographic 
findings in 20 cases of bronchial carcinoma found operable at 
thoracotomy and the second those in the 11 cases found to be 
inoperable. The 20 patients showed no deformity of the main 
pulmonary artery or superior vena cava and were considered 
operable; this was confirmed at thoracotomy. Three patients 
had deformity of the superior vena cava and inoperability was 
confirmed at thoracotomy. The remaining eight patients showed 
deformity of the main pulmonary artery, and these were also 
found to be inoperable at thoracotomy. All of these patients 
were operable on clinical and bronchoscopic grounds. The 
authors do not suggest that in every angiocardiogram there is 
a clear division into operable and inoperable groups, but in 
those cases that were regarded as borderline cases pneumo- 
nectomy proved possible. When the angiocardiogram showed 
involvement of a main pulmonary artery or great vein it has 
been found at thoracotomy that the growth has progressed 
beyond the limits of surgical resectability. 






















Carcinoma of Bronchus Presenting as Thin-Walled Cysts. 
H. J. Anderson and J. W. Pierce. Thorax 9:100-105 (June) 
1954 [London, England]. 


During the past five years Anderson and Pierce observed six 
cases of carcinoma of the bronchus in which the radiological 
appearance was that of a thin-walled cavity or cyst. These 
cavities have no radiological characteristics by which they can 
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be distinguished from nonmalignant conditions, but they differ 
in several respects from the appearance commonly produced 
when a solid neoplasm breaks down. The most notable feature 
is that the walls are thin. They are from | to 3 in. (2.54 to 
7.62 cm.) in diameter, the smaller roughly circular, the larger 
examples oval or irregular. They are not surrounded by a 
consolidation, and none showed a fluid level. Some appear 
to be in free communication with a bronchus. The clinical 
features, course, duration, and prognosis of this type of neo- 
plasm do not differ from those of the ordinary peripheral 
bronchial carcinoma. Examination of the specimens removed 
at operation or necropsy showed that the wall of the cavity is 
composed of a mixture of fibrous tissue and well-differentiated 
squamous carcinoma cells, and the inner surface of the cavity 
may consist of these malignant cells, or of flattened or 
squamous metaplastic epithelium, with the malignant tissue 
spreading just beneath the surface. The malignant tissue may 
be thin, in one case only two or three cells in depth, and 
parts of the cavity wall may be formed of compressed lung 
only; elsewhere there may be a thin covering of inflammatory 
products. The authors give reasons why they do not believe 
that these cavities are formed by the breaking down of a solid 
neoplasm. They feel that this variety of bronchial carcinoma 
may arise when a thin layer of malignant cells grows into and 
lines a preexisting cavity, the cavity being formed either by 
pressure changes consequent on a valvular obstruction to a 
bronchus by a small nodule of growth, or by inflammatory 
changes in the proximity of but not involving the neoplasm. 
They cite factors supporting this hypothesis. 


The Indication for Operative Treatment in Pulmonary Tuber- 
culosis. C. Semb and S. Hjort. Acta chir. scandinav. 107:348- 
357 (No. 5) 1954 (In English) [Stockholm, Sweden]. 


Analysis of the surgical procedures used in treating patients 
with pulmonary tuberculosis at Ulleval Sykehus in Oslo, Nor- 
way, between 1949 and Sept. 1, 1953, shows that pneumonec- 
tomy was used principally in patients with bronchial stenosis, 
lobectomy in those with residual cavities, segmental resection 
in those with tuberculomas, and decortication in those with 
pleural thickening and local empyema. Indications for resec- 
tion have been broadened since the introduction of antibiotics 
and chemotherapy and the choice of procedure now lies chiefly 
between thoracoplasty and pulmonary resection. Cavitation and 
infiltration are the two major factors to be considered in 
planning operative treatment. Areas of tuberculous infiltration 
vary greatly in size; they may be localized far from cavi- 
ties, and they are usually found at thoracotomy to be more 
numerous than they appeared to be on the roentgenograms. 
Thoracoplasty will generally lead to the resorption of small 
and medium-sized infiltrates, but tuberculomas and extensive 
infiltrates require resection. Special attention should be given 
to infiltrative processes in the smaller bronchi, because they 
constitute a potential source of postoperative cavity formation. 
Isolated cavities in the lower and middle lobes and in the 
anterior segment of the upper lobe are usually treated by 
extirpation, especially if the upper lobe is free from infiltration 
Extirpation is also required for thick-walled cavities with short, 
thick drainage bronchi. Multiple cavities in all lobes are usually 
treated by moderate or subtotal thoracoplasty in the hope that 
some functional basal lung tissue may be saved. A combina- 
tion of apicolysis and thoracoplasty was the principal method 
used in treating cavities in the upper posterior segments, which 
constituted about 90% of the total number found in this series. 
One advantage of the combined procedure is that it also cures 
infiltrations in the anterior segments of the upper lobe and in 
the other lobes without necessitating direct collapse of those 
areas or interfering with their respiratory function. Thoraco- 
plasty is the procedure of choice in cases in which segmental 
resection is contraindicated by the presence of infiltrates in the 
adjacent segment, or in which lobectomy might result in the 
activation of infiltrates in the other lobes and thus lead to 
cavity formation unless it were supplemented by collapse 
therapy. 
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Spongiosa Test of Bone Grafts for Transplantation. R. Maatz, 
W. Lentz and R. Graf. J. Bone and Joint Surg. 36A:721-731 
(July) 1954 [Boston]. 


The spongiosa test was developed in the hope that it would 
serve as a reliable method of determining the suitability for 
transplantation of different types of bone grafts. Holes 5 mm. 
in diameter are cut into the spongiosa with a tube-shaped 
punch, and the cylinders of bone thus obtained, differing in 
diameter from the holes only by the thickness of the punch, 
can be easily reinserted or interchanged, either as living or 
preserved grafts. Use of the spongiosa as an implantation site 
makes it comparatively easy to obtain uniformity of experi- 
mental conditions, because the implanted graft, constant in its 
measurements, is surrounded by tissue with strong regenerative 
powers favoring early revascularization. The operation, per- 
formed under general anesthesia, is simple and takes only a 
few minutes. Several tests can be carried out simultaneously 
in a single animal and this facilitates comparison of the results. 
None of the animals used (dogs) showed any signs of pain 
and no interference with their movements could be seen, even 
on the first postoperative day. Evaluation of the tests proved 
easy, and ‘the results showed that the various types of trans- 
plants differ fundamentally m quality of replacement. All com- 
pletely formed bone cells will die, whatever the type of the 
graft, but in fresh autogenous transplants the soft tissue will 
survive, and from it the graft will regenerate. This capacity 
for regeneration is possessed only by living autogenous grafts. 
Living homografts, on the other hand, generally give way to 
replacement, because they cannot regenerate themselves but are 
dependent on the osteogenetic power of the host. The process 
of incorporation in the case of living heterogenous grafts is 
more complicated; usually, they are enveloped for a while by 
connective tissue and are replaced by bone tissue from the host 
only indirectly, after osteoclastic resorption or resorption by 
soft tissue. The time required for replacement by homografts 
(six weeks) is twice that required by autografts, while fresh 
heterografts need about nine weeks, or three times as much. 
Devitalization, though it inhibits the incorporation of autoge- 
nous grafts, may favor that process in homogenous grafts. 
Macerated grafts may show a protein-bound intolerance; pro- 
tein-free grafts, i. e., those that have been freed of all organic 
substance, on the other hand, are rapidly replaced by host bone. 


Disappearance, Probably Spontaneous, of Locally Inoperable 
Carcinoma of the Descending Colon: Report of Case. J. O. 
Fergeson and B. M. Black. Proc. Staff Meet., Mayo Clin. 
29:407-410 (July 28) 1954 [Rochester, Minn.]. 


A tender fluctuant mass in a man’s left flank had been 
incised and drained by his physician in the fall of 1950 and 
again in March, 1951. In April, 1951, the colon became ob- 
structed, necessitating the establishment of a colonic stoma. 
On abdominal exploration at operation, a hard nodular mass 
was found to involve the lower portion of the descending colon. 
The mass was so solidly fixed to the bony pelvis that the lesion 
was considered inoperable. On examination at the Mayo Clinic, 
in October, 1951, the patient appeared chronically ill. There 
was a colonic stoma in the right upper quadrant of the abdo- 
men, and immediately above the crest of the left ilium there 
were two small sinuses from which pus was draining. A tender, 
hard, ill-defined mass was present in the abdomen just medial 
to the left anterior superior iliac spine. Cultures of pus from 
the sinuses revealed anaerobic streptococci. On curettage of the 
sinus, masses of malignant tissue were recovered that proved 
to be carcinomatous (adenocarcinoma, grade 1). It was con- 
cluded that the patient had a perforated, obstructing carcinoma 
of the lower part of the descending colon. The lesion was 
considered inoperable because of its fixation and extent. It was 
treated with roentgen rays through anterior, posterior, and lateral 
fields. A total dose of about 3,000 r was administered. The 
patient was dismissed early in November, 1951. He returned to 
the clinic in September, 1953, requesting closure of the colonic 
stoma. Drainage from the cutaneous sinuses had stopped and 
the sinuses had healed one month after his dismissal from the 
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clinic in 1951. He was well clinically and had regaineg his 
lost weight. The mass in the left lower part of the abdomen 
had disappeared. The two blind ends of the colon were mobil- 
ized and excised for examination for the presence of carcinoma 
No tumor tissue was found on either gross or microscopic 
examination. The ends were then closed and a side-to-side 
colocolostomy carried out. The patient recovered uneventfully 
and the transverse colonic stoma was closed in November, 
1953. He was dismissed shortly afterwards when his bowel 
was functioning normally. The authors consider it unlikely 
that the disappearance of the carcinoma resulted solely from 
roentgen therapy, since the less anaplastic adenocarcinomas 
of the colon are relatively radioresistant. The complete dis. 
appearance of the colonic segments and its mesocolon can be 
explained more probably by assuming that they became 
infarcted and were ultimately absorbed. The proximal colonic 
stoma evidently protected the peritoneal cavity from feca| 
contamination and peritonitis. The case emphasizes the uncer. 
tainties of prognosis, particularly after treatment of malignant 
lesions. 


Closure of Lacerations with Cellophane Tape. P. Williamson, 
GP 10:64-65 (Aug.) 1954 [Kansas City, Mo.]. 


Williamson reviews observations on 104 lacerations, of which 
91 exposed or penetrated the deep fascia. All were closed 
without skin sutures, with commercial grade cellophane tape 
known as Scotch tape. Results were excellent. All lacerations 
were cleansed with soap and water. Those grossly contami- 
nated (gravel, bits of clothing, etc.) were irrigated profusely 
with warm normal saline solution, and those even more soiled 
were gently brushed out with a soft brush. No other antiseptic 
was applied. After debridement, cleansing, and hemostasis, the 
skin surrounding the wound was carefully dried with a sterile 
gauze sponge and the edges approximated by taping across the 
wound at right angles with strips of Scotch tape. No other 
dressing was applied. Only one infection occurred, and this 
was in a 3-year-old girl who had repeatedly pulled off the tape 
while going barefooted. In all cases the final appearance of 
the wound seemed superior to the appearance of wounds closed 
with sutures. A factor of importance is the relative lack of 
pain in this procedure, compared with the insertion of sutures. 
Healing is definitely accelerated by accurate approximation 
and nontraumatic closure. Disadvantages include possibility of 
the tape loosening and possibility of wound secretions pooling 
under the tape immediately over the laceration. The latter dis- 
advantage should be eliminated by use of a perforated tape. 
Production of such tape is now under investigation. The author 
feels that skin sutures may soon become an archaic way to 
close minor lacerations. 


NEUROLOGY & PSYCHIATRY 


Clinical Aspects of Carotid Thrombosis. G. E. Smyth. Proc. 
Roy. Soc. Med. 47:602 (July) 1954 [London, England). 


The observations reported by Smyth were made on 19 patients 
observed within the last five years at a Manchester hospital. The 
author feels that this number does not give a true notion of the 
incidence of this condition. In 8 of the 19 patients the thrombosis 
became manifest by an abrupt and severe hemiplegia. In the 
other 11 patients the onset was either gradual or remittent. Re- 
peated or slowly increasing monoplegia was a feature of 6 of 
the 11 cases, and in 3 there were recurrent attacks of dysphasia. 
The other two patients in this group showed sensory disorders 
in one hand, suggesting a peripheral nerve lesion, and the true 
diagnosis was revealed only when hemiplegia appeared. Paral- 
ysis greatly predominated over sensory loss in the majority of the 
patients. Hemianopsia occurred in only one patient. This study 
suggests that in many respects and in regard to the age incidence 
carotid thrombosis differs little from cerebral thrombosis. The 
diagnostic difficulties are shown by the fact that in 8 of the 19 
patients neoplasm was considered as the most likely diagnosis. 
Suspicion of carotid thrombosis should be aroused by recurrent 
attacks of paresis and dysarthria. 
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Thrombosis of the Carotid Artery. J. L. G. Thomson. Proc. 
Roy. SOC. Med. 47:602-604 (July) 1954 [London, England]. 


To obtain some idea of the frequency with which carotid 
thrombosis is found in cerebral angiography the last 1,800 angio- 
graphs made at a London hospital were reviewed. Among these 
were found 22 cases of carotid thrombosis, giving a percentage 
incidence of about 1.2. Analyzing the positions of the block, it 
was shown that one was in the common carotid artery, 16 were 
either at the origin of the internal carotid artery or within its 
proximal 3 cm., and in the remaining 5 cases the block was in 
the carotid syphon. The clinical diagnosis prior to angiography 
yas found to be correct in seven of the cases. In two other cases 
an aneurysm of the carotid syphon had been diagnosed, and 
after the block had been shown it was assumed that the aneurysm 
had probably thrombosed and that this process had spread to 
involve the main artery. Both patients had a palsy of the third 
and fourth cranial nerves on the side of the thrombosis. A diag- 
nosis of cerebral tumor was made in six cases, of cerebral 
yascular accident in four cases, of cerebral angioma in two, and 
no diagnosis was made in one patient. Autopsy examination in 
one case revealed carcinoma of the bronchus with cerebral 
metastases, and so it is assumed that carotid thrombosis may 
have been secondary to other primary lesions in some of the 
other cases. 


Correlation Between Changes in Mental States and Thyroid 
Activity After Different Forms of Treatment. M. Reiss. J. Ment. 
Sc, 100:687-703 (July) 1954 [London, England]. 


Endocrine disturbances have often been observed to accom- 
pany mental disturbances, but single investigations giving a 
static picture at a certain stage of the disease contribute com- 
paratively little to the understanding of the pathognomonic 
significance of the biochemical change. Reiss reports changes 
sen in the thyroid function in mental patients before and after 
treatment. The patients investigated form a fair average of the 
routine admissions to a mental hospital. Since for this investi- 
gation it seemed more interesting to follow-up patients with a 
thyroid activity outside the normal range on admission, a higher 
proportion of such patients is represented than of those showing 
an initially normal thyroid activity. The thyroid activity of over 
400 psychiatric patients was assessed with a tracer method 
employing radioactive iodine (I'*1). Changes in the thyroid 
activity are regarded as indicating more extensive changes in the 
total hormone equilibrium of the patient. The action of electro- 
convulsive shock therapy, treatment with thyrotropic hormone, 
treatment with steroid sex hormones, of leukotomy, and of 
general hospital care, on the psychoneuroendocrine circle are 
discussed. The various forms of treatment act on different levels 
of the neuroendocrine regulatory system, but their final result 
appears to be the same as far as the hormone equilibrium is 
concerned. A highly significant correlation was found between a 
normal thyroid activity after treatment and mental improvement 
or thyroid activity outside the normal range and nonimprove- 
ment. This correlation was observed in all the disease entities 
investigated and was independent of the treatment applied. 


Surgical Occlusion of Anterior Choroidal Artery in Parkin- 
sonism. I. S. Cooper. Surg., Gynec. & Obst. 99:207-219 (Aug.) 
1954 [Chicago]. 


Cooper says that in 1952 during a craniotomy originally 
planned as a pedunculotomy in a 39-year-old man incapaci- 
lated by right-sided tremor and rigidity, the left anterior cho- 
tidal artery was torn and had to be completely occluded. 
Because of uncertainty as to the possible sequelae of this 
clusion, the operation was terminated without cutting the 
peduncle. The postoperative course was notable for virtual 
disappearance of tremor and rigidity from the right extremities, 
without any lessening of motor power in these extremities. 
The belief that the unplanned occlusion of the choroidal artery 
had contributed to the alleviation of tremor and rigidity led to 
further investigations. The anatomic basis of anterior choroidal 
artery occlusion in paralysis agitans (Parkinsonism), as well as 
Operative technique, selection of patients, favorable results, and 
complications that occurred in a pilot series of 30 operations 
are reviewed in this paper. Originally a frontotemporal ap- 
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proach was used, but now the subtemporal approach is used. 
The temporal lobe is elevated to allow visualization of the 
basilar cistern and its contents. The anterior choroidal artery 
is occluded by silver clip and electrocoagulation. At the outset 
it was unknown which age groups and which type of paralysis 
agitans would be best suited to this type of operative inter- 
vention. Therefore, the pilot study included patients who ranged 
from 36 to 88 years of age and also included patients with the 
three major types of paralysis agitans; that is, the postencepha- 
litic, idiopathic, and senile or arteriosclerotic form. It became 
apparent early that the hazards of this type of surgery are 
greater in patients over 60 years of age; therefore, the senile 
or arteriosclerotic type of paralysis agitans was early elimi- 
nated, and only cases of postencephalitic or idiopathic paralysis 
agitans were considered for operation. The resting, alternating 
type of tremor, which is confined to the distal parts of the 
extremities and which disappears during veluntary motion, has 
been lessened or abolished in 9 out of 11 postencephalitic cases. 
Ataxic tremor, or tremor persisting through motion, has not 
been affected by this procedure, and so patients in whom ataxic 
tremor is the principal complaint should not be subjected to 
anterior choroidal artery occlusion. The most constant, signifi- 
cant, and striking effect of anterior choroidal artery occlusion 
has been the relief of long-standing, incapacitating rigidity. 
Cogwheelism and other objective manifestations of rigidity 
have been noted to disappear. Patients who were completely 
dependent and helpless due to rigidity are now capable of self- 
care in feeding, dressing, and other daily necessities. In two 
cases, marked dystonic deformities due to rigidity have dis- 
appeared gradually. Remarkable improvement in speech, gait, 
masked facies, poverty of automatic movements, and swallow- 
ing are probably secondary to relief of muscular rigidity. 
Examples of such improvement are illustrated in three detailed 
case histories. The author feels that, although longer obser- 
vations will be required for final evaluation, the results so far 
justify further practical inquiry into the effect of anterior 
choroidal artery occlusion in cases of far advanced paralysis 
agitans. 


Spinal Decompression in Pott’s Paraplegia. N. W. Nisbet. 
Lancet 2:303-307 (Aug. 14) 1954 [London, England]. 


Patients with Pott’s paraplegia may recover spontaneously. 
The spinal cord, however, may become permanently damaged, 
especially in relapsed cases. Spinal decompression should not, 
therefore, be long delayed. This is a serious operation and carries 
a high mortality. The radiological appearances are so diverse 
that they are of little help in deciding when to operate and what 
type of operation to use. The collapse of the vertebral bodies 
varies from almost nothing to severe kyphosis. Every orthopedic 
surgeon is familiar with the diversity of the radiological appear- 
ances in patients without paraplegia. The operation must be one 
in which the decompression is extensive enough to relieve the 
compression but not extensive enough to jeopardize the stability 
of the spine. Anterolateral rhachitomy seems to meet both these 
requirements. Pott’s paraplegia is best treated at centers that 
specialize in treating such patients. In most patients requiring 
operation the interruption of spinal conduction is due to mecha- 
nical compression of the theca. Indirect influences, such as 
edema, pachymeningitis, myelitis, and vascular thrombosis, are 
probably unusual causes, because rapid recovery often follows 
spinal decompression. Nesbit presents eight cases treated by 
spinal decompression. He designates paraplegia as the “active 
phase” when it comes on during the ordinary management or 
soon after and “true late onset” when it appears years later. 
Decompression was performed by anterolateral rhachitomy in 
four of the six patients with paraplegia in the active phase. In 
two of these, long-term permanent recovery was obtained; the 
third underwent decompression last year and is progressively 
recovering from complete loss of motor power. The fourth 
patient was operated on recently and began to recover the next 
day. In two patients the spinal cord was decompressed by lami- 
nectomy; permanent recovery resulted in one, but postoperative 
pathological fracture dislocation of the spine killed the other. 
In two cases of paraplegia of true late onset the spinal cord 
was decompressed; in one an inadequate costotransversectomy 
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was a failure and the paraplegia became chronic, the patient 
dying many years later. In the other, a laminectomy of the 
lumbar spine—an extensive lateral decompression because the 
transverse processes and pedicles were removed—brought a 
partial recovery. 


“Gangliolysis” for the Surgical Treatment of Trigeminal 
Neuralgia. A. Stender. J. Neurosurg. 11:333-336 (July) 1954 
[Springfield, I1l.] 


Stender points out that in the method of decompression of 
the trigeminal nerve, which Taarnhgj recommended in 1952 
for the treatment of tic douloureux, the dural sheath enclosing 
the trigeminal nerve is divided without sectioning the nerve. 
The idea of modifying this method occurred to Stender be- 
cause, at Foerster’s clinic in Breslau, a Frazier operation for 
tic douloureux once could not be finished because of a severe 
hemorrhage necessitating closure before the root could be 
sectioned. The patient was surprisingly free of attacks of pain 
for several years without a sensory deficit. Stender modified 
Taarnhgj’s method by éxposing the gasserian ganglion without 
splitting the dura mater or sectioning the nerve. He describes 
and illustrates the technique of this method, which he desig- 
nates as “gangliolysis.” In most of the 18 patients in whom 
he employed this operation Meckel’s cavity was opened, and 
the result indicated that the opening of the cavity seemed to 
be the most important step of the operation. Root section is 
not necessary with this method, and therefore there is no sen- 
sory deficit. So far only patients with genuine tic douloureux 
have been benefited by the operation. An attempt is made to 
explain the paroxysms of pain on the basis of a faulty condi- 
tioned vasomotor reflex, leading to paroxysmal anemia. The 
effect of the described operation is due to a fundamental 
change in the blood supply and vasomotor situation of the 
ganglion. 


A Modified Technique for Spinothalamic Cordotomy. W. B. 
Hamby. J. Neurosurg. 11:378-385 (July) 1954 [Springfield, Il.] 


A modification of the spinothalamic cordotomy was devised 
by Hamby to permit cordotomy without rotation of the spinal 
cord. The operation is done through minimal laminotomy 
openings in a shorter time with less shock and more precision 
than attend the standard operation. The sequelae of the incision 
are sufficiently predictable that the operation can be done under 
general anesthesia without the necessity of sensory testing in 
the operating room. 


The Effect of Gamma Globulin on Subclinical Infection in 
Familial Associates of Poliomyelitis Cases: I. Quantitative 
Estimation of Fecal Virus. G. C. Brown, A. S. Rabson and 
J. H. Schieble. |. Immunol. 73:54-61 (July) 1954 [Baltimore]. 


In the summer and fall of 1953, families of persons with re- 
ported cases of poliomyelitis were inoculated with gamma globu- 
lin as a possible prophylactic measure. Fecal specimens were 
collected at three weekly intervals from 135 persons in 29 
families. Four of 64 persons (6%) in families of questionable 
cases were found to be positive for virus; in contrast, 29 of 70 
persons (41%) in families with confirmed cases of poliomyelitis 
were undergoing subclinical infection. Virus was found to persist 
during the period of study in essentially the same titer in most 
persons. Nine persons with low titered virus became negative, 
but five who were originally negative for virus developed sub- 
clinical infection with high titered virus although the gamma 
globulin had been administered over a week before. It would 
appear that subclinical infections, when present at the time of 
inoculation, were usually not affected by gamma globulin nor 
were they necessarily prevented from developing during the 
week after its administration. In all respects that ceuld be 
determined by this type of examination, the incidence of sub- 
clinical infection in familial associates was completely un- 
affected by the inoculation of gamma globulin. The results of 
the neutralization tests performed to date suggest strongly that 
specific antibody rises did occur in most of these persons. 
Active immunization against poliomyelitis has not been pre- 
vented by the administration of gamma globulin. 
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What Is Raynaud’s Disease? R. Leriche. Presse méd. 62:10}. 
1072 (July 17) 1954 (In French) [Paris, France]. 


The author is dissatisfied with the four explanations of 
Raynaud’s disease: vasomotor neurosis, peripheral arteriolitis 
paravertebral sympathetic gangliopathy, and hormonal disorder 
He suggests that the vasoconstriction that takes place in th 
extremities is a reflex, not a primary action, perhaps initiate 
by the thalamus. Spasms can occur after contact with heat a 
well as cold, or after emotional crises. They are not localize 
to the capillaries and arterioles exclusively; arteriography apg 
oscillometry show that the humeral artery is also someting 
constricted. The vasoconstriction is followed by vasodilatation, 
first active, then passive. When there is active vasodilatation 
the skin may be pigmented as after prolonged application g 
electric heat. As for therapy in this disease, it is stated thy 
50% of operations by various techniques are ineffective, Th. 
author prefers simple methods such as blocking of the stellate 
ganglion every two days for a month, alternating sides, 
novocaine given intravenously during stasis caused by the appj. 
cation for 10 minutes of an Esmarch band. This procedure jg 
repeated daily. 


ACTH, Cortisone, and the Psyche. J. Delay, L. Bertagna ang 
A. Lauras. Presse méd. 62: 1037-1039 (July 7) 1954 (In French) 
[Paris, France]. 


Certain psychic alterations are frequently seen (in abou 
75% of patients) upon the administration of cortisone o 
corticotropin (ACTH), namely, euphoria, logorrhea, insomnia, 
moria, and slight dulling of the intellect. These symptoms, 
which are similar to those of mild ethyl intoxication, are not 
very. significant and usually clear up quickly. However, py 
choses can also result from the administration of one or both 
of these drugs, psychoses that have no characteristic pattem 
but often take the form of complete disorientation or melar- 
cholia, and are difficult to cure. Suicide is a definite risk ip 
some of these patients. Cortisone and corticotropin have als 
been used in the treatment of psychoses; their effect is similar 
to that produced by electroshock. Three cases of such treat 
ment are described, two with long-lasting and one with trans- 
tory benefit. It is interesting that the administration of the 
drugs has cured some psychoses originally caused by the former 
administration of the same agents; this phenomenon shows a 
further resemblance to electroconvulsive therapy. The autho 
believe that these corticotropin and cortisone-induced psycho 
ses operate on the same neuroendocrinological basis as thos 
associated with adrenal cortical hyperfunction (Cushing’s dis- 
ease), adrenal cortical hypofunction (Addison’s disease), and 
the puerperium. They have found it true that an extraordi- 
narily large number of patients in whom serious mental dis 
orders develop when they are receiving cortisone or cortice 
tropin have personal or family histories of mental illness. They 
therefore postulate the existence of a predisposition that is 
important enough, in their opinion, to count as a contraindi- 
cation to therapy with these drugs unless absolutely necessary. 


GYNECOLOGY & OBSTETRICS 


Post-Partum Hypopituitarism: Report on 14 Cases. A. Querido, 
J. J. van der Werff ten Bosch, P. S. Blom and H. A. van Gilse. 
Acta med. Scandinav. 149:291-310 (No. 4) 1954 (In English 
[Stockholm, Sweden]. 


The authors observed 14 patients with postpartum hypo 
pituitarism (Sheehan’s syndrome). Ten had typical histories of 
a delivery followed by massive hemorrhage and/or collapst. 
The other four had multiglandular insufficiency following par 
turition; it was shown in them by endocrine function tests, 
and there was no other apparent cause. The patients’ thyroid 
function was studied by means of protein-bound iodine and 
radioactive iodine (I'%1) excretion patterns; their adrenal func 
tion by determination of the urinary 17-ketosteroids, the 
Robinson-Power-Kepler test, and the insulin tolerance tes: 
and their pituitary function by determination of the urinar) 
gonadotrophins. The gonadal function was also studied. Hyp 
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metabolism was found in all patients, although hypothyroidism 
could not be siown in all. The serum cholesterol appears to 
correlate in some degree with body weight; high levels were 
found in overweight patients and normal levels in normal or 
underweight patients. There was no correlation of serum cho- 
jesterol with either basal metabolic rate or thyroid function. 
Hypogonadism seems to be the earliest symptom in Post- 
partum hypopituitarism; this may be due to the fact that clinical 
recognition of the syndrome depends largely on postpartum 
amenorrhea. Although in some instances, both in this series 
and in the literature, a subsequent pregnancy proved beneficial, 
in others it seemed to aggravate the hypopituitarism. In two 
patients with typical histories, only gonadotrophic hypopitui- 
tarism and hypometabolism were found. This fact would seem 
to indicate that the disease is not necessarily a multiglandular 
insufficiency. Treatment should be confined to adequate sub- 
stitution therapy of the peripheral glands. Thyroid extract, 
cortisone, desoxycorticosterone acetate, extra salt intake, estro- 
gens, and androgens were used. Some patients were satisfac- 
torily treated with only one of these substitutes, while others 
needed a more extensive replacement. 































Adenosis of Female Breast. H. Ingleby and J. Gershon-Cohen. 
Surg., Gynec. & Obst. 99:199-206 (Aug.) 1954 [Chicago]. 


According to Ingleby and Gershon-Cohen adenosis is an un- 
encapsulated parenchymatous hyperplasia, which is frequently 
mistaken for other lesions. In 618 breast operations performed 
at the Albert Einstein Medical Center adenosis occurred alone 
in 50 cases and was the reason for the patient’s hospitalization. 
The ages of these 50 women ranged between 21 and 49 years. 
They all had a mass or multiple masses in their breasts, which 
were usually painful during the premenstrual period, and had 
been present for from two days to eight years. Twenty-three 
patients reported a variation in the size of the mass, an increase 
being generally apparent during the premenstrual period. On 
clinical examination the masses closely resembled cysts or fibro- 
adenomas, so that in stationary tumors in which the history 
did not give a clue diagnosis could only be made by roentgen 
examination. The authors list the following roentgenographic 
criteria: (1) discrete ground-glass opacities are seen with irregu- 
lar outlines, (2) some lesions are partially outlined by sharp 
margins resembling incompletely encapsulated fibroadenomas, 
(3) lesions are bilateral and vary in size and shape, (4) cysts 
and fibroadenomas are distinguished from adenosis by their 
smooth sharp margins, and (5) trabeculae merge with areas of 
adenosis but are displaced by cysts and fibroadenomas. Micro- 
scopically, four types of adenosis may be distinguished: type A, 
well-formed lobules with hyperplasia of epithelial and myo- 
epithelial cells; type B, lobules consisting of dilated ductules 
with hyperplasia of myoepithelium; type C resembles type B 
except for scanty or absent myoepithelium; and type D, scle- 
rosing adenosis. Adenosis may disappear, undergo fibrosis, or 
lead to cyst formation. Type C may be precancerous. 



































Treatment of Trichomonas Vaginalis Vaginitis with Desiccated 
Thyroid Gland. E. G. M. Krieg. J. Michigan M. Soc. 53:749- 
750 (July) 1954 [Lansing, Mich.]. 


The studies described by Krieg were begun after a study of 
198 patients who had a lowered basal metabolic rate that 
simulated a surgical syndrome. In this group there were 10 
women with trichomonas vaginalis vaginitis who were relieved 
of symptoms by the administration of desiccated thyroid, and 
subsequent hanging-drop investigations showed a disappearance 
of the protozoan. In a subsequent series of 40 cases, no local 
treatment was given except in 4 instances when the local irri- 
taiion was unbearable. This group of patients was observed 
for periods up to 48 months, and there was no recurrence of 
the trichomonas infestation except in six cases in which thyroid 
therapy was discontinued against advice. Reinstitution of ther- 
apy provided relief for these six patients. The amount of desic- 
cated thyroid administered varied from 0.5 to 4 grains (0.03 to 
0.25 gm.) daily, and the amount was determined empirically 
in slowly increasing dosage. The majority of patients required 
2 grains (0.13 gm.) daily. Relief was obtained in 4 to 12 
weeks, 
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PEDIATRICS’ - 


Prophylaxis with Chemotherapeutic and Antibiotic Preparations. 
K. Nitsch. Deutsche med. Wchnschr. 79:1212-1215 (Aug. 13) 
1954 (In German) |Stuttgart, Germany]. 


Nitsch studied the problem of prevention of rheumatic fever 
in children in a children’s hospital in Hanover, Germany, by 
the use of sulfonamides and penicillin. Of 172 children who 
were given 0.2 to 0.3 gm. of a sulfonamide compound per kilo- 
gram of body weight for other indications than for the prevention 
of pyoderma, pyuria, tonsillitis, and otitis media, pyoderma 
occurred in 68, pyuria in 24, tonsillitis in 47, and otitis media 
in 33; the children had received the drug at least two days before 
the onset of these diseases and as a rule for six days. On bacterio- 
logical examination streptococci were found as the pathogenic 
agents in 96 of these patients, micrococci in 41, and colibacilli 
in 35. These pathogenic organisms were sensitive to the sulfon- 
amide compounds in vitro. Of 62 children who were given 
penicillin in the usual dosage for various indications, pyoderma 
occurred in 27, pyuria in 3, tonsillitis in 18, and otitis media in 
14. On bacteriological examination streptococci were found as 
the pathogenic agents in 36 patients and micrococci in 26; both 
pathogenic agents were sensitive to penicillin in vitro. Prevention 
of streptococcic tonsillitis as an indirect prevention of rheumatic 
fever was attempted in 640 children between the ages of 6 and 
14 years. They were given sulfonamide compounds in doses of 
1 to 1.5 gm. per day. Pharyngeal infections with fever caused 
by streptococci were observed in 46 (7.2%) of these children. 
Of 710 children who did not receive prophylactic treatment with 
sulfonamide compounds, the same type of pharyngeal infections 
occurred in 68 (9.6%). The difference is not statistically sig- 
nificant. In these two groups of children there were 147 with a 
history of rheumatic fever. Of the 147 patients, 89 received 
treatment with sulfonamide compounds, while 58 did not. Five re- 
currences of rheumatic fever were observed among the 89 treated 
patients, and there were 4 recurrences among the 58 patients 
not treated with sulfonamides. Primary occurrence of rheumatic 
fever was noted in 17 children despite adequate treatment by the 
family physician of a preceding tonsillitis with sulfonamide 
compounds. Twelve additional patients with recurrent rheumatic 
fever had been given previous adequate treatment with penicillin. 
The number of bacterial strains that are primarily resistant to 
penicillin is increasing. There are individual differences in the 
absorption of orally administered penicillin in children. The 
dosage used according to reports collected from the literature 
was insufficient to obtain an effective concentration of the anti- 
biotic in the blood. Of 72 children who were given 50,000 units 
of penicillin twice prophylactically during a period of increased 
incidence of infections in variou$’ departments of the hospital, 
streptococcic infections occurred in 11. Of 16 children who 
received 100,000 units of penicillin orally four times for several 
weeks, streptococcic infections occurred in 2. Concentration of 
penicillin varied considerably in tonsillar tissue that was re- 
moved surgically from patients who had been given an adequate 
dose of penicillin before the operation. The concentration of the 
antibiotic seemed to be particularly insufficient in persons with 
tonsils with chronic disease. Failure of prophylaxis despite 
adequate concentration in the blood may be explained by the 
tissue concentration, which to a large extent is independent of 
that in the blood. The author believes that prophylactic treat- 
ment that takes into account the patient’s tendency to rheu- 
matic fever may be more physiological than that with chemo- 
therapeutic and antibiotic preparations. This point of view 
applies to rheumatic fever as well as to all internal diseases in 
children. It does not apply to the local application of these 
preparations in wounds. 


Osteoporosis, Hypercalcemia and Nephropathy Following Im- 
mobilization of Children. S. Halvorsen. Acta med. scandinav. 
149:401-408 (No. 6) 1954 (In English) [Stockholm, Sweden]. 


A previously active 9-year-old boy with a slowly healing 
fracture of the left femur was immobilized for 20 weeks. After 
17 weeks the following symptoms were manifest: marked poly- 
dipsia, polyuria, anorexia, vomiting, obstipation, and decreased 
hearing. On roentgenologic and laboratory investigation osteo- 
porosis, nephrocalcinosis, renal insufficiency, hypercalciuria, and 
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hypercalcemia were found. After mobilization all symptoms and 
signs disappeared except for the hearing loss. The fracture healed 
well. It is now established, through this case and others, that 
osteoporosis, hypercalcemia, and nephropathy may occur in 
previously active children who are suddenly and strictly im- 
mobilized. The syndrome is presumably caused by decreased 
osteoblastic activity after immobilization, with the gradual de- 
velopment of osteoporosis. An increased amount of calcium is 
offered to the kidneys to the point at which they are unable to 
excrete it all, thus increasing the serum calcium. A high degree 
of activity, such as is found in children and adolescents, produces 
increased turnover of bone, and persons with this increased turn- 
over are more affected by immobilization than those who are 
normally less active. The finding of the same symptoms in two 
adults with Paget’s disease, as reported in the literature, does 
not contradict this explanation, since increased turnover of bone 
is characteristic of this disease. Factors aggravating the effect 
of immobilization are slow fracture healing, renal disease, and 
a diet high in calcium. The condition described is reversible if 
diagnosed and treated early; if not, serious complications, such 
as renal insufficiency, hypertension, encephalopathy, and hearing 
loss may persist. If diagnostic differentiation from hyperpara- 
thyroidism is difficult, a short period of mobilization should be 
tried before exploratory operations are resorted to. Treatment 
of the syndrome consists of mobilization, forcing of fluids, and 
the institution of a low-calcium diet. Prevention is probably 
possible by means of physical therapy and early mobilization. 
The specific gravity of the morning urine of immobilized children 
should be determined daily throughout the immobilization period 
and the serum calcium determined in suspected cases. 


OPHTHALMOLOGY 


Suggestion for Removal of Foreign Body Deep in the Cornea. 
W. Friemann. Klin. Monatsbl. Augenh. 124:672-675 (No. 6) 
1954 (In German) [Stuttgart, Germany]. 


Instrumental approach to a foreign body lodged deep in the 
cornea involves the danger that the pressure exerted tempo- 
rarily will force the foreign body into the anterior chamber. 
In the case of iron splinters that can be extracted by the 
magnet this is not so essential, but in case of nonmagnetic 
foreign bodies a difficult problem arises, since the nonmetallic 
foreign bodies are especially prone to produce intraocular 
infection. Friemann mentions a number of methods that aim 
at preventing the dangerous penetration of a foreign body into 
the anterior chamber and points out that their number indicates 
that none of them is ideal. The technique he describes aims at 
avoiding pressure on the foreign body. It consists of a tem- 
porary trephination of the cornea surrounding the foreign body. 
He used this technique with complete success in two cases. 
In the first case he used a trephine, 1.8 mm. in diameter, to 
remove the piece of cornea surrounding the penetrating splinter. 
Following trephination, the posterior layer of the trephined 
corneal cylinder was removed, and it was found that a tiny 
piece of stone lodged in the deepest corneal layer. Then the 
cylinder of corneal tissue was pressed back into the opening 
produced by the trephine and was not even secured by a suture. 
A bilateral bandage was put on for three days. Treatment with 
cortisone was begun on the 7th day, and the patient was dis- 
charged on the 14th day with full vision and free of irritation. 
In the second patient a thorn had penetrated the cornea, and 
attempted removal had caused increasing protrusion into the 
anterior chamber. When the boy was hospitalized, not only 
was there considerable swelling of the cornea, but also iritis 
and hypopyon. Trephination was done with a 2 mm. trephine; 
the thorn was removed from the cylinder of cornea, and the 
latter was then pressed back into the corneal opening. The 
trephined piece healed in and the cornea remained entirely clear. 


Pathogenesis and Treatment of Ocular Tuberculosis. A. C. 
Woods. A. M. A. Arch. Ophth. 52:174-196 (Aug.) 1954 
[Chicago]. 

The widely differing clinical pictures produced in the eye by 
infection with tubercle bacillus fall into four general groups. 
1. In miliary tuberculosis of the iris there is a minimum of 
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inflammation and no tissue destruction, and the tubercles may 
be absorbed or hyalinized, leaving little or no residua. 2. The 
initial lesion may be characterized by inflammation but quickly 
becomes circumscribed and heals. Recurrence at or near the 
original lesion is frequent. Examples of this are the sclero, 
keratitis of young adults and what de Schweinitz termed “gir. 
cumscribed plastic choroiditis.” 3. Tuberculous eye disease may 
be characterized by a long, drawn-out, chronic course, with 
exacerbations and remissions and sometimes a slowly pro. 
gressive tissue destruction. An example of this is the chronic 
tuberculous uveitis of adults. 4. Ocular tuberculosis may by. 
come a violent, rapidly spreading inflammation with tissye 
destruction, necrosis, and caseation, sometimes terminating jp 
rupture of the globe. Examples of this are rapidly spreading 
chorioretinitis and the caseating tuberculomas. Ocular tubercy. 
losis, despite its circumscription in the corneoscleral envelope, 
does not differ in its pathogenesis from any other systemic 
tuberculous lesion. The character of the lesion is largely de. 
pendent on the number and virulence of the invading bacilli: 
the inflammatory and destructive phases of the lesion are deter. 
mined by the tissue hypersensitivity, and the immobilization 
and destruction of the bacilli and the circumscription of the 
lesion are accomplished by the resistance. The first step in treat. 
ment is to promote the native and acquired resistance by per- 
sonal hygiene, proper diet, control of intercurrent infections, 
and elimination of foci of infection. The second point concerns 
the tissue hypersensitivity. If there is a high degree of tissue 
reactivity or acute inflammation in the eye, the sensitivity of the 
ocular tissues to tuberculoprotein is high. Desensitization with 
tuberculin is then indicated, but it will take months to achieve 
tissue desensitization, and after it is attained, tuberculin admin- 
istration must be continued for a long period to prevent a return 
of the hypersensitivity. The dose of tuberculin should always 
be below the point of reaction of the individual patient; Jocal 
and focal reactions should be avoided. Desensitization is nec- 
essary, for should the patient have a recurrence, it will take 
place in insensitive tissue and the destructive phases of the 
tuberculous lesion will be avoided. The most important step, 
specific therapy, consists of giving a mixture of streptomycin 
and dihydrostreptomycin, 1 gm. every second day; p-amino- 
salicylic acid, 12 gm. daily; and isoniazid, 300 mg. daily in 
divided doses. After five days the dose of isoniazid may be 
reduced to 150 mg. Treatment should be continued for at least 
six weeks, and longer if a full therapeutic response is not 
obtained. If side-effects are noted the drug responsible is either 
omitted or the dose greatly decreased. If p-aminosalicylic acid 
is believed responsible, thiazolsulfone may be substituted. With 
such a regimen, clinical improvement is usually noted within 
two weeks. The absence of any therapeutic response within three 
weeks throws doubt on the validity of the diagnosis. Even with 
a favorable initial response and complete control of all clinical 
activity, there are recurrences of the ocular disease in about 
25% of the patients adequately treated. Desensitization therapy 
is indicated to lessen the severity of such recurrences and to 
prevent the destructive phases of the lesion. 


THERAPEUTICS 


Infections Occurring During Chemotherapy: A Study of Their 
Frequency, Type and Predisposing Factors. L. Weinstein, M. 
Goldfield and Te-Wen Chang. New England J. Med. 251:247- 
255 (Aug. 12) 1954 [Boston]. 


Of 3,095 patients with various infectious diseases treated with 
one or more antibiotics such as penicillin, streptomycin, chlor- 
tetracycline (Aureomycin), oxytetracycline (Terramycin), and 
chloramphenicol, superimposition of an infection on the one for 
which treatment was initially instituted occurred in 68, an in- 
cidence of 2.19%. The organs involved in the secondary infection 
were most frequently the same as those affected in the primary 
disease. No correlation could be established between the type 
of bacteria involved in the initial infection and the occurrence 
of superinfection after antibiotic treatment. The organisms 
responsible for the superinfection, such as Proteus vulgaris, 
Pseudomonas aeruginosa, and Candida albicans, were often 
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ynsusceptible to any of the available drugs. Superinfection 
occurred more often in certain types of treated Primary disease 
than in others. The lower the part of the respiratory tract in- 
yolved by the primary disease the greater the risk of super- 
infection. Superinfection occurred in 16 (20%) of 80 patients 
with pertussis. Patients with otitis media treated with various 
antibiotics appeared to be particularly susceptible to secondary 
infection. The frequency of superinfection after treatment of 
patients with poliomyelitis with antibiotics to prevent pulmonary 
infection was over 7 times and that for measles over 16 times 
higher than the average for the whole group. Superinfection 
gccurred two and a half times more frequently in secondary 
than in primary infections of the lungs. Important factors in 
,jdition to the type of the primary infection predisposing to super- 
infection were as follows: age of the patient of 3 years or less 
or the use of a drug or combination of drugs that tends to have 
a wide range of antibacterial effect. In most cases more than one 
predisposing factor was involved. Superinfection occurred most 
frequently on the fourth or fifth day after initiation of chemo- 
therapy. This emphasizes the value of repeated bacteriological 
study during the early phase of treatment to detect as early as 
posible any alterations of the bacterial flora of the upper 
respiratory tract or the intestine or of the exudate of an infected 
local focus that may subsequently be responsible for a secondary 
infection. The administration of an antibiotic active against the 
predominant organism before its involvement in infection may 
prevent the appearance of a complicating disease. The mecha- 
sism by which superinfection occurs during chemotherapy is 
not clear; it may involve alterations in both the host and the 
normal bacterial flora that follow the administration of an anti- 
biotic agent. The authors’ data emphasize the danger of anti- 
biotic therapy in diseases that are not treatable, since super- 
infection, which may be a small risk in the untreated infection, 
may convert a benign, self-limited disease into a serious, pro- 
longed, or even fatal one. Chemoprophylaxis will not prevent 
secondary infection in many cases. Whether or not it actually 
reduces the incidence of superinfection in some diseases has not 
been determined. 


Vitamin B,. Content of Organ Meats. H. E. Scheid and B. S. 
Schweigert. J. Nutrition 53:419-427 (July) 1954 [Philadelphia]. 


The microbiological method of assay for vitamin By. with 
Lactobacillus leichmannii 327 as the test organism, was further 
investigated. Scheid and Schweigert studied the vitamin Buy 
potency of composite samples of liver, kidney, pancreas, spleen, 
heart, and lung from beef, pork, and lamb, and of brain and 
liver from old cows and sows. Liver and kidney were found to 
te the richest source of vitamin B.2, and beef organs were higher 
in vitamin Biz potency than were those of pork. The pancreas 
was found to contain considerable vitamin B,. activity after 
akali treatment when assayed with L. leichmannii but not when 
assayed with Euglena gracilis. The authors discuss limitations in 
the use of alkali lability as an index of true vitamin B,. potency 
of samples. 


Clinical Applications of the Cytostatic and Antitumoral Proper- 
ies of Actinomycin C (Sanamycin): Value of a New Method 
of Administration. A. Ravina, M. Pestel and R. Thielen. Presse 
méd, 62:1159-1160 (Aug. 21) 1954 (In French) (Paris, France]. 


In their experimental clinical studies of actinomycin C therapy 
in patients with neoplastic disease the authors evolved a new 
aid improved method of administration of the drug. Dosage is 
calculated according to body weight and increased progressively 
inthe course of treatment. For an adult weighing 70 kg. the 
beginning dose is 200 meg. daily. This is increased by 200 mcg. 
increments to 1,000 meg. daily over a period of about 10 days 
povided no signs of intolerance are shown. In no case did a 
course of treatment exceed 15,000 mcg. in amount and three 
weeks in time. The actinomycin is dissolved in 250 cc. of isotonic 
sodium chloride solution and administered by continuous intra- 
‘enous drip. The pH of the solution must be strictly neutral, 
and the flask containing it must be wrapped in an opaque 
tnvelope because actinomycin deteriorates rapidly under light. 
This method renders the drug better tolerated than it was by 
former methods. The incidence of intdlerance is high with actino- 
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mycin C, but it was not necessary to discontinue its administra- 
tion because of side-effects. Most of these are due to inflam- 
mation of the mucosa of some part of the digestive tract, and 
they usually begin with stomatitis. Stomatitis was the only 
untoward effect observed in 7 of 26 patients. The effects are 
similar to those caused by radiotherapy; in fact, actinomycin 
therapy has been described as “intravenous radiotherapy.” No 
analysis is made of the results of this preliminary work with 
actinomycin, but the inhibitory effects seen in tumors in experi- 
mental animals, particularly in young malignant cells in the 
process of proliferation, have been proved operative in malig- 
nant tumors in man. It is stated tentatively that the proper in- 
dication for actinomycin is in patients with neoplastic disease 
whose primary tumor has been removed in order to prevent 
recurrences and metastases. 


Phthalazine Derivatives in Treatment of Arterial Hypertension: 
Clinical and Renal Hemodynamic Study. G. Mininni, J. Mar- 
tini and E. Brizzi. Sett. med. 42:131-137 (March 15) 1954 
(In Italian) [Florence, Italy]. 


Results are reported on administration of hydralazine (Apre- 
soline) hydrochloride and Neprosol (1-4-dihydrazinophthalazine) 
in the treatment of 8 patients with renal, 4 with malignant, and 
20 with essential hypertension. The initial daily dosage of 12 
mg. given orally was gradually increased to 250 mg., and the 
treatment was continued for 60 days. The two drugs were 
equally effective in lowering the blood pressure. Changes in the 
electrocardiograms, fundus oculi, and cardiac radiograms were 
not observed, nor were diuresis, azotemia, and albuminuria 
{when present) modified by the treatment. After about 40 days 
of therapy, some patients showed signs of acquired resistance 
to the drugs. This was evidenced by the tendency of the arterial 
pressure to return to the initial values. The treatment had to 
be discontinued in 11 patients because of marked side-effects. 
Headache appeared in 95% of the patients and was severe in 
some. A severe eczema-like dermatosis developed in one patient; 
it did not respond to local treatment and disappeared only after 
administration of the drugs was suspended. A study in five 
patients with hypertension revealed that after parenteral ad- 
ministration of these drugs the renal plasma flow is markedly 
increased and a marked fall in the pressure follows. According 
to the authors, the advent of these drugs has not simplified the 
therapeutic problem of hypertension, because their use is limited 
by the severe side-effects. They may be indicated for patients in 
whom previous therapy was of no avail before subjecting them 
to surgery. They are contraindicated in patients with signs of 
cardiovascular and especially coronary sclerosis. 


Investigations on Peroral Administration of DBED, Procaine 
Penicillin and Benzyl Penicillin. S. E. Budolfsen, S. E. J. Hansen 
and E. Rud. Ugeskr. leger 116:1066-1069 (July 22) 1954 (In 
Danish) |Copenhagen, Denmark]. 


Comparative investigations in adults on the penicillin con- 
centration attained in the serum after peroral administration of 
600,000 units of benzathine penicillin G (DBED), procaine peni- 
cillin, and benzyl penicillin showed that benzyl penicillin, in 
spite of strong individual variations, gives by far the highest 
maximum concentration in the blood, from three to four and 
from five to six times as high, respectively, as procaine penicillin 
and benzathine penicillin G. The speed of absorption, expressed 
by the time of occurrence of the maximum concentration, is 
greater after benzyl] penicillin than after the other two substances. 
The therapeutic effect of the penicillin also depends on the 
duration of the penicillinemia, which was found to be greater 
after benzy! penicillin. The slow resorption of benzathine peni- 
cillin G does not, as was hoped, result in a long-continued 
penicillinemia. 


Peroral Penicillin Treatment. S. E. Budolfsen. Ugeskr. leger 
116:1059-1062 (July 22) 1954 (In Danish) [Copenhagen, Den- 
mark]. 

Effective penicillin treatment of a number of infections sensi- 


tive to penicillin can be carried out by peroral administration, 
but resorption varies from person to person and in the same 
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person from day to day as the result of a destruction of penicillin 
in the gastrointestinal canal. The dose administered perorally 
therefore has to be from 5 to 10 times greater than that ad- 
ministered parenterally. Most authors advise against peroral 
administration in cases of critical illness, in infections with 
bacteria less sensitive to penicillin, and in cases in which the 
focus is not readily accessible. No penicillin combinations with 
prolonged resorption from the intestinal canal have yet been 
produced, so that frequent administration is necessary unless 
the function of the renal tubuli is blocked, as by probenecid. 
Increasing use of perorally administered penicillin treatment is 
unfortunately associated with a great possibility for extensive 
misuse of the substance and with it the possibility of further 
marked increase in the number of bacteria resistant to penicillin. 


Dibenzylethylenediamine Dipenicillin in Anti-Infectious (¢Anti- 
streptococcic) Prophylaxis of Rheumatic Disease. L. A. Scuro 
and L. Ortona. Minerva med. 45:1835-1839 (June 27) 1954 
(In Italian) [Turin, Italy]. 


Scuro and Ortona studied the prophylactic effect of a new 
penicillin, dibenzylethylenediamine dipenicillin, in 19 patients 
who were recovering from their first, recent attack of rheumatic 
fever. The therapy was instituted after the sedimentation rate 
had returned almost to normal and was continued for from 4 to 
12 months. Each patient received one intramuscular injection 
of 600,000 units of the drug every 10 days; no other medi- 
cament was given. After intramuscular injection of this dose, 
blood concentrations greater than 0.03 Oxford units per cubic 
centimeter are found for as long as 15 days. After several 
injections every 10 days a cumulative effect is seen. This is 
ascribed to the fact that, because of the action of the gastric 
juice, a large part of the drug undergoes rapid hydrolysis and 
is absorbed rapidly, while the rest is hydrolyzed more slowly in 
the intestine and is absorbed slowly. The blood level of the 
drug in these patients was 0.022 units per cubic centimeter 10 
days after they had received several injections of it. The beta 
hemolytic streptococci, which were present in the pharyngeal 
swabs of all the patients before the treatment, had disappeared 
definitively after one or two injections. There was, however, 
no noticeable change in the usual oropharyngeal flora of these 
patients; Candida albicans and Escherichia coli did not appear, 
nor were there manifestations of the avitaminosis type. The 
sedimentation rate remained normal and the drug was well 
tolerated. General or local disturbances and alterations in the 
hemopoietic and urinary systems were not observed. There was 
no recurrence of rheumatic fever in any of the patients. These 
results seem to indicate that this new penicillin may be the spe- 
cific drug for the antistreptococcic prophylaxis of rheumatic 
fever. 


PATHOLOGY 


Three Years’ Practice with the Treponema Pallidum Immobi- 
lization Test (Nelson and Mayer Method). A. Vaisman, A. 
Hamelin and H. Vaisman. Presse méd. 62:1074-1075 (July 17) 
(In French) [Paris, France]. 


Antitreponemic immobilizing antibodies are the most reliable 
evidence of a recent or old syphilitic infection. The negative 
Nelson test, however, does not always exclude the possibility 
of an infection, particularly in recent syphilis, where the immo- 
bilizing antibodies are detected a bit later than the reagins. 
As the authors showed in previous works, these antibodies are 
completely different from the reagins and are not exclusively 
immobilizing but also treponemicidal. They have never been 
shown in normal persons or in patients with diseases other than 
trepanomatosis. The number of false positive reactions in the 
lipid tests is quite large; the Nelson test is particularly valuable 
in this regard because of its specificity. Another advantage of 
this method is the persistence of the positive reaction long 
after clinical cure and even after the Wassermann reaction has 
become negative. The Nelson test permits confirmation of tenta- 
tive diagnoses and assessment of the effectiveness of treatment. 
In cases of recent infection, a reaction that shows no tendency 
to become negative or, particularly, one that becomes more 
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positive constitutes an indication for more concentrated therapy 
In cases of old infection a positive reaction does not Necessarily 
indicate active disease; it may be that, as in other infectioy 
diseases, antibodies continue to be produced in the body as 
response to long-continued contact with the antigen, even though 













































this has lost its power. The Treponema pallidum IMMObilizatio, m.. 
test is thus seen to be a valuable adjunct in the diagnosis ay Atte 
treatment of syphilis. New 

Pp. 
Histologic Study of Intrapulmonary Vessels in Tuberculosis ” 
M. E. Van Vleet and J. E. Edwards. A. M. A. Arch. Path, § 1 
168-175 (Aug.) 1954 [Chicago]. rest 

Van Vleet and Edwards studied the histological changes art 
the blood vessels in involved and uninvolved portions of lung - 
in cases of pulmonary tuberculosis. Microscopic sections wer pal! 
made in 10 cases of active pulmonary tuberculosis from th arth 
tuberculous lesions, from tissue immediately adjacent to th rhe' 
lesions, and from grossly normal lung remote from the lesion, reft 
Within the lesions alterations in the vessels were frequent, an and 
they varied in degree and age. These changes included recey ters 
arteritis and phlebitis, recent and organized thrombi, ay wes 
involvement of the wall with recent and old tuberculomas, pro. mal 
ducing destruction of the wall and leaving barely recognizab) fort 
fragments. In tissue immediately adjacent to the lesion th: of 1 
changes observed were chiefly proliferative in character, inyoly. rept 
ing mainly the intima and causing only minimal degrees of hav 
luminal narrowing. In the sections of uninvolved lung remoy dise 
from the lesions no significant alterations were noted. Son 

hav 
RADIOLOGY ~t 
Double Contrast Study of Colon: Routine Lateral Recumba[ °° 
View. J. C. Root and C. M. Greenwald. Radiology 63:241-24 aa 
(Aug.) 1954 [Syracuse, N. Y.]. 

Root and Greenwald emphasize the diagnostic importance of on 
routine left and right lateral decubitus views as part of the OB. 
survey procedure. The patient is put on a low-residue diet for by J 
48 hours prior to study. One ounce (28 gm.) of castor oil j _ 
taken at 4 p. m. the day prior to examination; 2 oz. (56 gm) T 
are given if the patient is in the habit of taking laxatives. Us posi 
of the low-residue diet allows the patient to continue his meals, pret 
there being no elimination of either the evening meal or break- part 
fast prior to-examination. In midmorning, tap-water enemas ar the 
taken until the return is clear. Contrast study is performed in the tran 
early afternoon. The one-stage method is the procedure of the 
choice, with the barium enema apparatus and air insufflator cor rela 
nected by a Y-tube to the rectal tip. Barium and air are at. imm 
ministered, with fluoroscopic control at all times, and spot film and 
are taken as indicated. After fluoroscopic examination, si of a 
films are routinely obtained. The first group of three is made tran 
with the vertical beam and comprises posteroanterior, anter0- men 
posterior, and left posterior oblique views. The patient then goes of 
into an adjoining room and lies recumbent on a table placed ner\ 
against a standard fluoroscopic table tilted vertically to 90 &- San 
grees, and left and right decubitus views are obtained with th Fas 
Potter-Bucky diaphragm. If two rooms are not available, the livin 
study can be carried out with a single unit with only the slight by § 
delay involved in tilting the fluoroscopic table upright after the plan 
first group of films is made. A cart is placed in front of th dnie 
table, and the decubitus views are obtained. The patient is then a 
allowed to empty the colon, and a final posteroanterior roett- ay 
genogram is taken. Two cases showing polypoid lesions hiddet in ; 
on conventional views are presented. para 
Pyelography After Direct Puncture of the Renal Pelvis. |. Wick me 
bom. Acta radiol. 41:505-512 (June) 1954 (In English) [Stock ody 
holm, Sweden]. in a 

Wickbom describes a new method of examining the rev ing | 
pelvis; the contrast medium is injected directly into the renal then 
pelvis through a percutaneous puncture. He resorts to this Sper 
method chiefly in cases in which excretory urography has failed and 
or in which aortography indicated a hydronephrosis or a ‘um “a 

t 


with slight vascularization. The author presents five i}lustrative 
case histories. 
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BOOK REVIEWS 


Arthritis and Rheumatism: The Diseases and Their Treatment. By 
Charles LeRoy Steinberg, M.D., Director of Arthritis Clinic and Senior 
Attending Physician in Medicine, Rochester General Hospital, Rochester, 
New York. Contributors: Milton G. Bohrod, M.D., and others. Cloth. $10. 
Pp. 326, with 124 illustrations. Springer Publishing Company, Inc., 44 E. 
23rd St., New York 10, 1954. 


The primary emphasis of this book is on the “everyday 
responsibilities and functions of the physician who cares for 
arthritic and rheumatic patients.” The book was written in 
cooperation with five contributors and covers the physiology, 
pathology, physical examination, diagnosis, and treatment of 
arthritis and rheumatism. The chapter on the pathology of 
rheumatoid and collagen diseases is the most illuminating and 
refreshing of the entire book. The subject is covered concisely 
and with a good deal of originality. There are excellent chap- 
ters on the physiology of joints, rheumatic fever, orthopedic 
treatment, and physical medicine and rehabilitation. The re- 
mainder of the book is disappointing because it lacks uni- 
formity and balance. Too much emphasis is given to variants 
of rheumatoid arthritis and too little to osteoarthritis. The case 
reports of Reiter’s disease and psychogenic rheumatism might 
have been omitted. The discussion of this and other uncommon 
diseases would have been suitable in a more detailed textbook. 
Some of the chapters have extensive references while others 
have almost none. The black and white illustrations and the 
color photographs are beautifully done and very instructive. 
The book is printed in clear type on good paper. Despite its 
shortcomings the book should prove valuable for the physician 
interested in arthritis and rheumatism. 


A Ciba Foundation Symposium: Preservation and Transplantation of 
Normal Tissues. Editors for Ciba Foundation: G. E. W. Wolstenholme, 
0.B.E., M.A., M.B., and Margaret P. Cameron, M.A., A.B.L.S. AssiSted 
by Joan Etherington. Cloth. $6. Pp 236, with 55 illustrations. Little, 
Brown & Company, 34 Beacon St., Boston 6, 1954. 


This book contains the papers and discussions of a sym- 
posium on tissue transplantation. As a whole, it is a con- 
prehensive and up-to-date survey of this timely subject. The 
participants in this symposium represent diverse fields, and 
the papers range from reports on the practical aspects of the 
transplantation and preservation of tissues to discussions of 
the basic principles of transplantation and tissue survival. The 
relation of the general intolerance of homoplastic grafts to 
immune reactions is lucidly discussed by Medawar. Longmire 
and others present a general survey of the clinical usefulness 
of a number of tissue transplants. Several papers deal with the 
transplantation of nonviable tissues. Pate reports on the experi- 
mental transplantation of freeze-dried homografts, particularly 
of aorta. Findings on the transplantation of frozen-thawed 
nerve grafts as compared to fresh grafts are discussed by 
Sanders. Reports on tissue banks: are presented by Rob and 
Eastcott and by Strong. The storage at low temperatures of 
living homoplastic grafts, particularly of the ovary, is discussed 
by Smith and Parkes. Hufnagel presents a paper on the trans- 
plantation of blood vessels and reports on two arterial freeze- 
dried heterografts (one from a calf and one from a pig) in 
men. The factors affecting optical corneal grafts are discussed 
by Rycroft. The importance of the tissue culture techniques for 
the study of transplantation is brought out in three papers, one 
in which Gaillard reports on his transplantation of cultured 
parathyroids of newborn infants, one by Earle on long-term 
massive tissue cultures, and one by Pomerat and Lewis on the 
effects of freezing and thawing of cells in tissue cultures. Dean- 
ésly contributed an interesting paper on the histological events 
in gonadal tissue transplanted after freezing and thawing, indicat- 
ing that the prepubertal testis of the rat, frozen to -79 C and 
then thawed, may fully differentiate and even produce normal 
spermatozoa. Jones discusses embryonic endocrine homografts 
and mentions a clinical application in which a woman who 





These book reviews have been prepared by competent authorities but 
do not represent the opinions of any official bodies unless specifically 
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had undergone oophorectomy was treated with a fetal ovarian 
graft. Chaplin and Mollison deal with the possibility of the 
long-term preservation of red blood cells by freezing in the 
presence of glycerol. The biophysical factors involved in the 
destructive effects of freezing and thawing and the use of 
glycerol to prevent them are discussed by Lovelock. This col- 
lection of papers, including the discussions, makes a most useful 
volume for those who want to be acquainted with the present 
status of the transplantation problem in its different aspects. 





Ront ti ische Grundlagen der IL 2 tersuchung. Von F. 
Kovats, Jr., Primarius des Tuberkulose-Forschungsinstitutes, und Z. 
Zseb6k, Dozent an der II. chir. Universitatsklinik, Budapest. Cloth. $12.80. 
Pp. 288, with 311 illustrations. ‘Kultura,’ Hungarian Trading Company 
for Books and Newspapers, P.O.B. 149, Budapest 62, Hungary, 1953. 





This imposing atlas takes up in great detail the roentgeno- 
graphic and anatomic bases of examination of the lungs. The 
printing is excellently done on good paper, and the illustrations 
are beautifully reproduced. Only about one-half of the illustra- 
tions are reproduced as negatives. Many explanatory drawings 
accompany the roentgenograms, aiding materially in the in- 
terpretation of the findings. The text discusses the correlation 
between the roentgenographic and anatomic bases for interpret- 
ing the various roentgen shadows. The bronchial system and the 
various pulmonary segments are extensively described with ref- 
erence to topographic anatomy and nomenclature, special atten- 
tion being given to the lingula. The vascular structures of the 
lungs and bronchi are fully discussed, and a number of roent- 
genograms of anatomic preparations are carefully analyzed. The 
authors have made extensive use of tomography, which they 
consider an indispensable part of the roentgen examination of 
the lungs. Careful instruction is given in the technical phases of 
the examination. The disappointing bibliography is a fair index 
of the degree to which the authors’ search of the literature has 
been restricted. Of the 136 bibliographic references, 124 refer 
to continental publications, most of them in German. There 
are only eight references to the American literature and four 
to the British literature. In spite of language difficulties and 
restricted bibliography, the text is highly illuminating and should 
be of great interest to students of diseases of the lungs. 


Physiology and Biochemistry of the Skin. By Stephen Rothman, M.D., 
Professor of Dermatology, University of Chicago, Chicago. Contributors: 
Zachary Felsher, B.A., M.D., Instructor of Dermatology, Rush Division, 
University of Illinois, Chicago, et al. University of Chicago Committee on 
Publications in Biology and Medicine. Cloth. $19.50. Pp. 741, with illus- 
trations. University of Chicago Press, 58th St. and Ellis Ave., Chicago 
37; Cambridge University Press, Bentley House, 200 Euston Rd., London, 
N.W.1, England; University of Toronto Press, Toronto 5, Canada, 1954. 


As in other clinical sciences, basic research in dermatology 
is still comparatively young. In former years there was a scant- 
iness of pertinent scientific contributions in dermatology, but 
at present dermatological research is contributing a large 
amount of data. From this tremendous amount of available 
material, the author has selected a group of subjects that deal 
with the ordinary functions of the skin as well as with its 
lesser-known activities. He has also emphasized facts and 
problems of importance from the standpoint of future basic 
research. 

This excellent book presents a detailed discussion of the 
mechanical characteristics, electrical behavior, and membrane 
properties of the skin insofar as they influence life processes; 
the physiology of sweat secretion, including its glandular func- 
tion, the composition of the aqueous skin surface film and its 
hydrogen-ion concentration; the mechanism of insensible water 
loss through the skin; the role of the skin in thermoregulation; 
and the phenomenon of prickly heat (sweat retention syndrome). 
There is also a comprehensive description of sebaceous excre- 
tion and the composition of the lipid skin surface film. Another 
interesting section deals with the various chemical constituents 
of the skin, namely, the nitrogenous constituents in general, the 
epidermal proteins, including keratins, collagen, elastin, reticulin, 
the carbohydrates, electrolytes, pigments, enzymes, and the 
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mechanics of water balance. Throughout the text, the author 
emphasizes the biological meaning of the various types of data 
and the alteration of the findings under different physiological 
and pathological conditions. A special chapter on the physiology, 
biochemistry, and pathology of the keratinization process and 
the sections on itching in pathological states, hyaluronidases 
and other spreading factors, anomalies of sweat and sebaceous 
gland function, and aberrations of water and salt metabolism 
are especially interesting. The book also deals with the physi- 
ology of cutaneous circulation, the biology of epidermal cells, 
the pathophysiology of blister formation, and the skin as a 
sense organ. The author has omitted a few contributions that 
have a possible application in clinical research, but this would 
be unavoidable in any comprehensive survey of world literature. 

The discussions of clinical aspects are brief. Although the 
author may be accused of stressing the historical approach to 
some of the subjects, he does it in such a manner that there 
is an almost didactic value to the observations of the final 
scientific achievement after many false starts. The text is well 
illustrated with many photographs and diagrams, scholarly, 
well indexed, and thoroughly documented. It can be highly 
recommended for medical students, physicians, and dermatolo- 
gists. For those interested in investigative work, it serves as a 
helpful guide through the maze of the previously published 
contributions. 


Human Physiology. By W. B. Youmans, Professor of Physiology, Uni- 
versity of Wisconsin, Madison. Cloth. $6. Pp. 481, with 226 illustrations. 
The Macmillan Company, 60 Fifth Ave., New York 11, 1954. 


This book presents factual information concerning the ac- 
tivities of the various parts of the human body. It is written 
for students with a grasp of the vocabulary and structural 
formulas of chemistry far beyond what is suggested in the 
summary of the opening chapters. In contrast with the chemis- 
try, anatomic detail is sparse, and the only voluntary muscles 
named in the book, other than the six extraocular muscles, are 
the gastrocnemius and the diaphragm. Inasmuch as popular 
writers today constantly misuse the verb “to flex” in the sense 
of “to contract” a muscle and use the barbarism “bicep” as if 
“biceps” were plural, the author would do well to include some- 
thing on myology in future editions. If the book is to advance 
the vocabulary of the student it might also drop the word 
“micturition,” an unnecessary and ambiguous synonym for 
“urination,” and relegate popular eponymic terms like “fallopian 
tube” to the glossary. The subject matter throughout is treated 
in a rather abstract and theoretical manner. The book will be 
most helpful in courses that include plenty of demonstrations 
or laboratory experiments. It is attractively printed, adequately 
illustrated, and well indexed. 


Textbook of the Nervous System: A Foundation for Clinical Neurology. 
By H. Chandler Elliott, M.A., Ph.D., Associate Professor of Anatomy, 
College of Medicine, University of Nebraska, Omaha. With introduction 
by Wilder Penfield, M.D. Second edition. Cloth. $9. Pp. 437, with 208 
illustrations. J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 
5; Aldine House, 10-13 Bedford St., London, W.C.2, England; 2083 Guy 
St., Montreal, Canada, 1954. 


The second edition of this textbook in the field of neuro- 
anatomy for medical students has retained its most unique 
characteristic of covering the material twice. One part surveys 
the field briefly and simply in order to introduce the student 
to the main features and principles of organization of the 
central nervous system. The second part presents the material 
in detail. This feature is of didactic value in the study of 
neuroanatomy, where, because of the highly integrated nature 
of the material, continual reference has to be made in the early 
phases of study to topics to be considered later. The style is 
pleasant and keyed to the student. What is unknown, uncertain, 
or dubious is forthrightly presented as such. Functional and 
clinical considerations are interwoven throughout the text and 
receive due emphasis. Relevant current literature and new 
developments have been added in the new edition. A major 
change from the first edition is the addition of a large number 
of figures in the atlas section. The text figures are generally 
instructive and to the point. Perhaps improvement could be 
achieved in some of the diagrammatic illustrations by giving 
them a more three-dimensional quality. 


J.A.M.A., Nov. 6, 1954 


Recent Progress in Hormone Research: The Proceedings of the La 
tian Hormone Conference. Volume IX. Edited by Gregory Pincus. ro 
mittee on arrangements: R. W. Bates, et al. Cloth. $9.50. Pp. 467 ar 
illustrations. Academic Press, Inc., 125 E. 23rd St., New York 10, 1954 


Much of the progress in research in the fields of Steroid 
biochemistry and physiology depends on the availability o¥ 
accurate analytical methods for the identification and deter. 
mination of steroids in body fluids. This book includes a genera) 
discussion on neutral steroid hormone metabolites and jis yp. 
divided into sections dealing with the analysis of progesterone 
and metabolites, estrogens, neutral ketosteroids, nonketonj 
neutral steroids, and corticosteroids. Analysis is discussed from 
various aspects, including hydrolysis and extraction, methods 
of measurement, and fractionation and identification. (p. 
section also concerns the use of steroids as tracers. Most of the 
chapters include the discussion that the individual papers elicited 
but there is also a chapter summarizing the discussions on the 
conference. An author index is included. 


Anesthesia in General Practice. By Stuart C. Cullen, M.D., Chairmap, 
Division of Anesthesiology, Department of Surgery, State University of 
Iowa Hospitals, Iowa City. Fourth edition. Cloth. $5. Pp. 312, with 7 
illustrations. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 1}, 
1954. 


Of particular importance in this book on anesthesia is the 
chapter on depressant drugs, a subject that the author has 
covered remarkably well in a brief section. The tables on dosage 
of the drugs to be used for premedication are especially valu. 
able. The necessary information on blocks and spinal analgesiz 
is concentrated in a table. The main change in this fourth 
edition is a new chapter on ventilation that focuses attention 
on the important factors of respiration and the phenomena 
associated with variations in respiration. The recasting of the 
chapter on muscle relaxants is timely and important. Much 
has been written condemning the manner in which relaxant 
drugs are used; the author has given the information that is 
esSential to skillful use of these drugs. The book is printed on 
good paper and is adequately indexed. 


Lyle and Jackson’s Practical Orthoptics in the Treatment of Squint (and 
Other Anomalies of Binocular Vision). Revised by T. Keith Lyle, C.BE,, 
M.A., M.D., Surgeon and Medical Officer in Charge of Orthoptic Dept. at 
Westminster Branch of Moorfields, London, England. Assisted by Marianne 
Walker, D.B.O.(T.), Orthoptist, St. Luke’s Hospital, Guilford, England. 
Fourth edition. Cloth. $12. Pp. 371, with 195 illustrations. Blakiston Com- 
pany (division of Doubleday & Company, Inc.), 575 Madison Ave., New 
York 22, 1953. 


Of all the textbooks on orthoptics, Lyle and Jackson’s monv- 
mental work has long been considered one of the most authorita- 
tive. This edition maintains the standard set by previous 
editions. Excellently printed and amply illustrated, its contents 
are clear and lucid to the beginning student in orthoptics and 
yet adequately detailed for the advanced technician or practicing 
opththalmologist. New chapters on ocular neurosis and 
nystagmus have been added, and others, such as that describing 
orthoptic instruments, have been enlarged. The historical notes 
are particularly interesting. Especially to be commended is 
the authors’ sane and conservative viewpoint on orthoptics 4 
not “an isolated method of curing squint, but rather as a means 
of stimulating and re-educating binocular vision.” 


Monomolecular Layers: A Symposium Presented on December 27, 1951, 


* at the Philadelphia Meeting of the American Association for the Advance 


ment of Science. Edited by Harry Sobotka. Cloth. $4.25; to AAAS 
members, $3.75. Pp. 207, with illustrations, American Association for 
Advancement of Science, 1515 Massachusetts Ave., N.W., Washington 5, 
D. C., 1954. 


In addition to the papers presented at the symposium on the 
behavior of substances in monomolecular layers, several other 
papers are included in this volume. The result is a series 0 
short monographs on modern methods of investigating physic! 
and chemical changes in films of proteins, detergents, and 
simple organic compounds. The films may be spread on a liquid 
or a solid; the film spread may be in contact with air or with 
another liquid; the techniques may be fairly simple (adaptations 
of Langmuir’s) or quite complex (use of radioisotopes % 
tracers); and the problems studied may be biological, chemical, 
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or physical. This book is of theoretical rather than practical 
interest to physicians because it is not yet possible to study 
ystems as complicated as the living cell. The clear expositions 
are short, and selected bibliographies make the book important 
to all persons concerned with surface phenomena. The index 
is adequate, and the printing is good. 










Acute Renal Failure. By Arthur Grollman, Ph.D., M.D., F.A.C.P., 
Professor and Chairman, Department of Experimental Medicine, South- 
western Medical School of University of Texas, Dallas. Publication number 
192, American Lecture Series, monograph in American Lectures in Internal 
Medicine, edited by Roscoe L. Pullen, M.D., F.A.C.P., Professor of 
Medicine and Dean, University of Missouri School of Medicine, Columbia. 
Cloth. $4. Pp. 92, with illustrations, Charles C Thomas, Publisher, 301-327 
F. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, 49 
proad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 
2p, Canada, 1954. 












This monograph discusses all of the factors related to acute 
renal failure. Chapters are presented on the etiology, pathology, 
physiology, and clinical course of the disease. A chapter on 
treatment discusses the prophylaxis of acute renal failure and 
the importance and methods of electrolyte control. The use of 
exchange transfusions, the artificial kidney, intestinal irrigation, 
and peritoneal lavage are also described. The material is pre- 
sented in a clear, easily understood fashion with a few good 
illustrations. The material is in general accord with the common 
concepts of the subject and would be of value to medical 
students. The book can also be recommended to practicing 
physicians who wish to familiarize themselves with the problem 
of renal failure. An adequate bibliography of basic works is 
included. 

















A Practical Manual of Medical and Biological Staining Techniques. 
By Edward Gurr, F.R.I.C., F.R.M.S., F.L.S. Cloth. $4. Pp. 320. Inter- 
science Publishers, Inc., 250 Fifth Ave., New York 1, 1953. 







From the preface, it appears that this book was written to 
fll the need of a staining manual entirely divorced from 
theoretical and general statements and to prevent the loss of 
time involved in “searching through volumes of theory and 
general statements in order to extract a particular staining 
method which even when found, may not be complete.” The 
available books on microscopic technique are not, however, so 
generally deficient as the author implies. In any case, the 
present book does not remedy the major deficiencies in this area. 
The organization of the text is cumbersome and cannot be con- 
sidered timesaving. The various methods are listed alpha- 
betically, sometimes under the name of the principal staining 
component and sometimes under the name of the person who 
originated or modified the method. The uses of the staining 
methods are given in an uncritical and frequently misleading 
fashion in that they seem to indicate a degree of specificity 
actually not existing. One method is described for demonstrat- 
ing malignant cells in biopsy material, another for breast car- 
cinoma, and another for inflammatory changes in the con- 
nective tissues. References to the literature are scarce and are 
frequently absent, even for the unusual methods. 
























Aphasia Therapeutics. By Mary Coates Longerich, Ph.D., and Jean 
Bordeaux, Ph.D. Forewords by Harold Rosen, Ph.D., M.D., and Fred B. 
Moor, M.D. Cloth. $3.75. Pp. 185. The Macmillan Company, 60 Fifth 
Ave., New York 11, 1954. 








Aphasia is a common aftermath of brain damage resulting 
from head injury; some localized brain tumors; cerebrovascular 
disease, particularly when accompanied by hemorrhage or 
occlusion of an artery; and, more rarely, encephalitis and other 
inflammatory conditions. Aphasia is also occasionally found in 
patients with cerebral palsy. With war and civilian trauma con- 
iributing heavily to the number of aphasics in the United States, 
about 400,000 cases exist at present. Some of them, perhaps 
many, should be under treatment by persons trained in aphasia 
therapeutics, Few are receiving the benefits of such rehabilita- 
lion, for it is now offered in only a few centers of medical 
research. One is in Los Angeles, where the authors, who are 
rained psychologists, have organized their material and de- 
Sribed their methods in a well-written, comprehensive mono- 
graph. This is a practical book, defining the clinical types of 
aphasia and outlining in detail the methods advocated to appraise 
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the patient’s capacities, with case studies and therapeutic con- 
siderations. The style is clear, but the subject is not by any 
means easy to comprehend, and only an expert with long train- 
ing can be expected to understand the exact meaning of such 
terms as “geometric-optic agnosia,” “transcortical sensory 
aphasia,” or “construction apraxia.” As a text on a highly 
specialized aspect of medicine, the book may be fully recom- 
mended. It is written for the specialist in aphasia therapeutics, 
being somewhat too technical for the family physician or even, 
indeed, for many neurologists, psychologists, or psychiatrists. 
The bibliography and index are adequate. 


Experimental Diabetes and Its Relation to the Clinical Disease: A Sym- 
posium Organized by the Council for International ions of Medi- 
cal Sciences, Established under the Joint Auspices of U.N.E.S.C.O. and 
W.H.O. Consulting editors: J. P. Hoet and F. G. Young. Editors for 
Council: J. F. Delafresnaye and G. Howard Smith. Cloth. $5.50. Pp. 352, 
with illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad 
St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 2B, 
Canada, 1954. 


This symposium was primarily devoted to diabetes in its 
experimental aspects, with special reference to pathogenesis and 
treatment. The resulting expression of opinions by international 
authorities has produced one of the best reviews of present-day 
thought on diabetes and indicates a shift from the original 
concept that diabetes was solely a result of a deficiency of 
insulin production. Interrelationships between insulin and 
growth hormone, the influences of glucagon and the adrenal 
steroids, and the diabetogenic action of pregnancy are among 
the subjects thoroughly discussed. This publication should be 
of interest to all internists treating diabetes and to all persons 
interested in its experimental induction. 


Muscular Contraction. By M. Dubuisson, Ph.D., Director, Laboratory 
of General Biology, University of Liége, Liége, Belgium. Publication num- 
ber 144, American Lecture Series, monograph in Bannerstone Division of 
American Lectures in Biochemistry and Biophysics. Edited by W. Blader- 
groen, M.A., Ph.D. Cloth. $6.50. Pp. 243, with 34 illustrations. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 49 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto, 2B, Canada, 1954. 


Written for those interested in the biochemistry of muscle 
(primarily voluntary muscle), this monograph presents a great 
amount of detail gleaned from original laboratory investiga- 
tions and from an immense literature. The first half of the book 
is devoted to descriptions of the nonprotein and protein sub- 
stances that have been extracted from muscle. A brief transi- 
tional chapter tells where, in the sarcoplasm and myofibrils, 
the various constituents are probably located. The remainder 
of the text describes the physicochemical changes that accom- 
pany muscular contraction—changes in chemical composition, 
temperature, pressure, optical properties, and electrical im- 
pedance. The author does not attempt to synthesize this infor- 
mation into a coherent theory but is content to indicate where 
each item fits into the pattern of the research worker's thinking. 
The bibliography is extensive. Because of the author’s familiar- 
ity with the European publications his work will be valuable 
to all future investigators in this field. 


Lectures on the Scientific Basis of Medicine. Volume [I: 1952-53. 
British Postgraduate Medical Federation, University of London. Cloth. 
$6. Pp. 380, with illustrations. University of London, Athlone Press, 
Senate House, London, W.C.1; distributed by Constable & Co., Ltd., 
10-12 Orange St., Leicester Sq., London, W.C.2, England; in U.S.A., by 
John de Graff, Inc., 64 W. 23rd St., New York 10, 1954, 


As in the case of the first volume of this series, this book 
has been written to appeal to an audience of young medical 
research workers, consultants, and specialists. The author of 
each topic included in this book is actively engaged in further- 
ing advances in the field by original research. The diverse 
subjects include the methodology of clinical science, selective 
toxicity, virus adaptability in relation to human disease, the 
functional significance of connective tissue, cholinesterases and 
anticholinesterases, biochemical genetics, preservation of living 
cells at low temperature, the life span of red blood cells, and 
the physiological effects of gravity. 





EARLY DIAGNOSIS OF RHEUMATIC FEVER 


To THE Epitor:—Some authors still demand major manifesta- 
tions, namely cardiac enlargement or definite, significant 
murmurs, to justify a diagnosis of rheumatic fever. This 
seems unreasonable and highly dangerous. Once in a while 
prolonged P-R interval and elevated Q-T ratio might be 
caused by something else, but should not such delicate mani- 
festation in a listless, febrile child after infection be enough 
to warrant an early diagnosis of rheumatic fever, especially 
with a high sedimentation rate and generalized joint pains? 

M.D., Massachusetts. 


ANSWER.—Making a tentative diagnosis early in the rheu- 
matic state is important. This can usually be accomplished even 
in the absence of signs of carditis or other frank manifestations 
of the rheumatic process. Visceral rheumatic inflammation may 
be silent. In this type of insidious attack certain laboratory find- 
ings are of great help. Whereas none of these findings may be 
specific for rheumatic fever, together they give a strong indi- 
cation that the patient has activity of the rheumatic process, 
which has not yet made itself clinically obvious. For example, 
a prolonged P-R interval and/or elevated Q-T ratio strongly indi- 
cate rheumatic involvement of the heart. A markedly elevated 
sedimentation rate, along with an elevated diphenylamine serum 
level, strongly indicates connective tissue inflammation. An ele- 
vation of the antistreptolysin O titer is strong evidence of a 
recent inflammation with hemolytic streptococcus. The patient 
who has vague symptoms suggesting the rheumatic state plus 
these laboratory findings should be considered to have rheumatic 
fever until proved otherwise. If, however, the antistreptolysin O 
titer is normal it is unlikely that the inflammatory process is 
rheumatic. If both the sedimentation rate and diphenylamine 
values are normal, it is unlikely that the patient has inflamma- 
tion of connective tissue structures. As so often is the case in 
other diseases, the tentative diagnosis of rheumatic fever in the 
early stages is made by a summation of a vague clinical history 
and definite laboratory findings. 
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The Serum Diphenylamine (DPA) Reaction: An Index for Screening 
Anti-Inflammatory Agents, Tr. A. Am. Physicians 66: 308, 1953. 

The Serum Diphenylamine (DPA) Reaction in Experimental Arthritis, 
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TUBERCULOSIS 

To THE Epitor.—My question concerns the application of physi- 
cal therapy and diathermy to the treatment of tuberculosis. 
Because of a possibility of new usages of sonic and other 
wave therapies in illness, please summarize the most recent 
thinking in this field. M.D.., Florida. 


ANSWER.—Medical diathermy is considered contraindicated 
in the treatment of patients with tuberculosis. If it is necessary 
to apply heat to the arm or shoulder of a patient who has active 
pulmonary lesions, a less penetrating form of heat, such as 
infrared, could be used. Medical diathermy is contraindicated 
in the treatment of tuberculous joints. The use of ultraviolet 
rays either from artificial sources or from the sun when avail- 
able in adequate amounts (heliotherapy) has served as adjunct 
therapy in the care of patients with some forms of tuberculosis. 
However, it is generally felt that ultraviolet radiation is contra- 
indicated in the care of uncomplicated exudative pulmonary 
tuberculosis. The use of ultraviolet radiation as part of the total 
care of patients with other forms of tuberculosis, such as intes- 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
mame and address, but these will be omitted on request. 
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tinal, peritoneal, articular, osteal, and dermal tuberculosis 
has long been advocated. The use of therapeutic exercise jp 
conjunction with the medical and surgical care of pulmonar 
tuberculosis may be instituted cautiously and slowly in the more 
quiescent stages of this disease. Since the basis for treatmen 
of pulmonary tuberculosis is rest and immobilization, it is obyj. 
ous that the institution of therapeutic exercise procedures jp 
order to reestablish chest motion and to prevent deformity mys, 
be carried out judiciously and cautiously. The same care mys; 
be exercised in attempting to restore the motion if feasible jp 
the healed tuberculous joint. There is no conclusive evidence 
in the American literature at the time of writing to indicate 
that therapy with ultrasonic waves has any curative effect op 
patients with tuberculosis. 


LOSS OF VISION 


To THE Epitor:—A patient noticed a marked loss of acute vision 
that developed over a period of several days. This persisted for 
three months with slight improvement. He is now able to see 
things grossly but unable to read newsprint. An ophthalmolo- 
gist states that the condition suggests an optic neuritis but tha 
it is atypical. The patient is a painter, and for seven months 
prior to his loss of vision he had been exposed without ade- 
quate ventilation to the following substances: (1) Phenoline 
(methyl ethyl ketone, isobutylamine, and hexamethy! tetra- 
mine); (2) Cocoon (dichloroethylene); (3) Sahan (methylben- 
zene and dimethylbenzene); (4) Chlorclad (ketones); and (5) 
rubber paints (benzene, methylbenzene, and dimethylbenzene), 
What is the relationship of the patient’s present complaint to 
the toxicity of these substances? M.D., Virginia. 


ANSWER.—Several of the agents mentioned, e. g., dimethyl- 
benzene and dichloroethylene, are well-known external ocular 
irritants. If the patient’s impaired vision is to be attributed to the 
action of one or more of the agents mentioned, benzene and 
dichloroethylene may be viewed with suspicion. Benzene is 
recognized as a source of optic or retrobulbar neuritis. Al- 
though trichloroethylene is not mentioned, its analogue, di- 
chloroethylene, is. Trichloroethylene is established as a cause of 
retrobulbar neuritis. Close chemical kinship does not assure 
similar physiological action, but it is reasonable to assume that 
dichloroethylene, a known external ocular irritant, could induce 
the patient’s optic neuritis. In connection with the possibility of 
benzene being the source, appropriate blood studies should be 
undertaken, since some characteristic may persist long after the 
last exposure. Without exact reference to the present instance, 
no workman should be extensively exposed to benzene. Even in 
the absence of any definiteness in the present situation, this man 
for the time being should not be encouraged to resume work that 
requires extensive exposure to the agents mentioned. While no 
mention is made of lead, a fairly frequent source of optic neuritis, 
it may prove desirable to establish absence of exposure to lead in 
the patient’s casual work as a painter apart from his regular 
employment and to conduct appropriate examinations for lead 
poisoning. 


MYOCARDIAL INFARCTION 

To THE Epitor:—When the interventricular septum is involved 
during myocardial infarction, what are the diagnostic find- 
ings on an electrocardiogram? Is any type of insulin specifi- 
cally indicated when treating a diabetic during an acute myo- 
cardial infarction? M.D., New York. 


ANSWER.—Involvement of the interventricular septum by re- 
cent myocardial infarction is suggested when (1) interventricular 
(bundle branch system) block develops in the course of the 
attack; (2) there are simultaneous alterations pointing to recent 
anterior and posterior wall infarction; and (3) right bundle 
branch system block is associated with deep Q waves in the 
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right precordial leads. Second and third degree of auriculoven- 
tricular block is seen commonly in the course of recent posterior 
wall infarction. It usually disappears within a few days and 
thus does not necessarily indicate actual infarction of the inter- 
ventricular septum but merely initial collateral ischemia of 
this region transiently extending from the infarcted area. When 
recent myocardial infarction occurs in a diabetic, it is advisable 
to use regular insulin and not depot insulin in order to avoid 
unpredictable hypoglycemic periods. 


ARACHNODACTYLY 
To THE Eprror:—When a boy, now aged 8, was 3 years old, 
I noticed that he would hold objects close to his eyes owing to 
marked bilateral iridodonesis with bilateral dislocated lenses. 
On examination, under homatropine and cocaine, a year ago, 
his pupils dilated readily, and I could see the edges of his 
lenses. His media and fundi were normal and his refraction 
was: with correction, right eye -16.75 D (vision 6-24); left 
eye -15 D (vision 6-36). His near vision is good. He is other- 
wise normal and is physically quite active. He has, within 
the last two years, become rather tall and thin. There are, 
however, no signs of arachnodactyly. Roentgenograms have 
shown no evidence of congenital cardiac lesions. There is, 
as far as I know, no history of ectopia lentis in any other 
member of the family, either in the father’s or the mother’s. 
The father has myopia of about -7 D in each eye, and the 
mother has myopia of -2 D in each eye. The only other 
history that may possibly be significant is: The father’s parents 
were first cousins; the two children of one of his brothers 
have a nerve deafness with considerable impairment of hear- 
ing; and the child’s mother during about her second month 
of pregnancy had an attack of dysentery. I would be grateful 
for your opinion on the following questions: 1. What is the 
prognosis? 2. What occupation would he be most suited to 
follow? 3. Is the condition ever anything other than genetic? 
4. What are your views as to the advisability of the parents 


having more children? M.D., South Africa. 


ANSWER.—Lloyd (Arch. Ophth. 40:558 [Nov.] 1948) points 
out that not all features of the disease are found in every patient 
and that it should be assumed that every case of bilateral con- 
genital dislocation of the lens is one of arachnodactyly until 
the family has been studied thoroughly. Prognosis for eyes with 
poor vision is not good because of the associated progressive 
changes in the uveal tract and the tendency to complete dis- 
location of the lens and retinal detachment. The eyes do not 
withstand surgery well, and medical methods should be exhausted 
before operative interference is considered. In the cases reported 
by Lloyd, blindness appeared as early as 14 years of age and 
as late as 35 years. A patient with good vision in one eye was 
54 years of age. Occupational interest and training should be 
directed toward those fields in which physical activity is minimal 
and could be carried on even with markedly reduced vision. 
Lutman and Neel (Arch. Ophth. 41:276 |March] 1949) have 
postulated that a single dominant gene is the most probable 
explanation of the disease in most of the family histories. It is 
possible that there are several genetic types. The condition, how- 
ever, may range in completeness from mininal changes to the 
complete syndrome. The original paper should be consulted. 
The authors believe that the entire syndrome may be due to one 
gene whose expression is greatly influenced by other genetic 
and, possibly, environmental factors. 


HORMONES FOR OPTIC ATROPHY 
To tHe Eprror:—Is hydrocortisone effective in the treatment 
of optic atrophy? W. O. Bailey, M.D., Leesburg, Va. 


ANSWER.—If the optic nerves are truly atrophic, no response 
to therapy with hydrocortisone or any other medication will 
prove effective. In general, patients with optic atrophy treated 
with cortisone systemically and locally and with corticotropin 
(ACTH) systemically have failed to respond. In the stage of 
active inflammation leading to optic atrophy, these compounds, 
when administered systemically, are frequently of unusual value. 
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DERMOGRAPHISM 

To THE Epitor:—I/ have at present under my care a 38-year-old 
white woman who has had a physical allergy since 1949. The 
precipitating factor is pressure. If she wears any tight clothing, 
such as tight shoes, if she crosses her knees, or if she bends 
over her machine while at work, she will have at the site of 
pressure a large urticarial lesion. She has no other known 
allergies. She has no concurrent illness. She has been treated 
with a variety of preparations. I have used Piromen (a com- 
plex polysaccharide derived from Pseudomonas aeruginosa), 
calcium gluconate, and several of the antihistaminics. These 
were unsuccessful. She was much improved by the use of his- 
tamine intramuscularly in gradually increasing doses, but, 
after a certain point was reached, the injections of the hista- 
mine themselves left a large firm area at the injection site 
and they had to be discontinued. I attempted to arrive at a 
smaller maintenance dose, but this was unsuccessful. What 
further therapy could be tried? M.D., New Jersey. 


ANSWER.—The condition described may be regarded as a form 
of dermographism. It is not a true allergy, since no antigen 
or antibody appears to be involved. It is due to an excessive re- 
lease of histamine from tissue cells as a result of minor trauma. 
With a major stimulus, such as striking the skin with a whip, 
a similar phenomenon will occur in normal persons. Usually 
the antihistamines are helpful in such patients. In this patient, 
however, neither the antihistamine nor histamine therapy has 
been successful. Many years ago Duke suggested the use of sys- 
tematic mechanical irritation as a method of treatment. One 
of the procedures is to rub the skin vigorously with a stiff brush. 
This should be done daily and perhaps oftener. The tolerance 
to mechanical trauma resulting from such procedures has been 
generally explained on the basis of either histamine “desensi- 
tization” or an improvement in vascular tone. In view of the 
recent evidence in both animals and man that local tissue hista- 
mine can be temporarily depleted by a number of stimuli such 
as specific antigens and chemical histamine releasers, it is pos- 
sible that improvement from systematic mechanical trauma is 
due to a depletion of the available histamine. Since mechanical 
and other nonspecific stimuli can precipitate reactions basically 
due to allergens (such as food and inhalants) it is important to 
make sure in this patient that no true allergic factors are present. 


RAYNAUD’S PHENOMENON 

To THE Epitor:—A patient gives a history of blanching, pain, 
and tingling of the fingers on exposure to cold. About eight 
years ago he first noted that when he went out into the cold 
his fingers became white, cold, and painful. When he entered 
a warm environment, his fingers would gradually return to 
normal with the accompaniment of a “pin and needle” sensa- 
tion. His past history is otherwise negative for signs or symp- 
toms of peripheral vascular disease. He smokes one and 
one-half packs of cigarettes daily. His work for 14 years has in- 
volved grinding metal chisels on a grindstone. Ordinarily he 
grinds chisels by holding them in a jig, which subjects his 
hand to transmitted high-frequency vibrations. Would such 
high-frequency, low-amplitude vibrations cause Raynaud's 


disease of the fingers? M.D., Massachusetts. 


ANSWER.—Positive facts in this case are: 1. A man of un- 
stated age has Raynaud’s phenomenon on exposure to cold. 
2. His hand has been exposed to high-frequency vibration for 
14 years. Unquestionably there exists a connection between ex- 
posure of the hand to high-frequency vibration and the Ray- 
naud’s syndrome. There is no reason to assume that this 
occupational hazard aggravated a preexisting disease unless 
there were evidences of vasospastic phenomena before the pa- 
tient’s employment as a grinder. Since he has been employed 
as a grinder for 14 years and the symptoms only started eight 
years ago, such an assumption is hardly justifiable. In addition 
to vibration, humid cold environment in the shop might be a 
contributing factor. The only treatment consists of avoidance 
of vibration, and even so the Raynaud’s phenomenon may not 
disappear, since sensory endplates may be concussed and capil- 
laries destroyed. 








». 
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URINE AND ASCITIC FLUID 


To THE Epitor:—What are the best laboratory procedures for 
differential analysis to distinguish urine from ascitic fluid? 


M.D.., Florida. 


ANSWER.—Several methods may be used to distinguish urine 
from ascitic fluid, but the simplest are determinations of those 
constituents of the serum that are concentrated in the urine. 
The most useful is the determination of urea, because the usual 
concentration of this substance in the urine is about 2,000 mg. 
per 100 cc. and in ascitic fluid about 30 mg. per 100 cc. Sim- 
ilarly, creatinine is 50 times more concentrated in the urine. If 
the patient is nondiabetic, a quantitative test for glucose will 
reveal values from 75 to 110 mg. per 100 cc. in the ascitic fluid 
and none in the urine. Most texts on clinical pathology discuss 
these problems in an indirect manner, but Harrison in “Chemi- 
cal Methods in Clinical Medicine” (New York, The Macmillan 
Company, 1930) specifically refers to this problem. 


ASCHHEIM-ZONDEK TEST 


To THE Epitror:—Jn THE JourRNAL, May 1; 1954, page 90, Dr. 
Horace Herbsman refers to my comments in THE JOURNAL, 
Feb. 20, 1954, page 730, regarding pregnancy tests. He says 
I failed to note that in cases of dysgerminoma of the ovary 
there have been several reports of positive Aschheim-Zondek 
pregnancy tests. In this instance, Dr. Herbsman apparently 
confused two hormones, anterior pituitary gonadotrophin and 
chorionic gonadotrophin. Pregnancy testing is concerned only 
with chorionic gonadotrophin, which is found only in preg- 
nancy, hydatiform mole, and choriocarcinoma. Of the six 
references cited to prove his point, Dr. Herbsman misquoted 
three. 1. Selye (Textbook of Endocrinology, ed. 2, Montreal, 
Acta endocrinologica, Université de Montréal, 1949, p. 449) 
does not state that dysgerminoma is associated with increased 
chorionic gonadotrophin but, rather, with increased anterior 
pituitary gonadotrophin. 2. Pedowitz and Grayzel (Am. J. 
Obst. & Gynec. 61:/243, 1951) found that dysgerminoma 
associated with a coexisting choriocarcinoma gave a positive 
pregnancy test. 3. Hain (J. Clin. Endocrinol. 9:1349, 1949) 
is quoted by Dr. Herbsman as reporting on six cases of dys- 
germinoma, all with increased excretion of chorionic gona- 
dotrophin. He quotes Hain incorrectly, and in checking Hain’s 
paper and the references he cited it was found that Hain also 
had misquoted the literature. Hain’s references cover 11 case 
reports, 2 cases being seminomas associated with chorio- 
carcinoma, An analysis of the nine cases of dysgerminoma 
shows that six had no chorionic gonadotrophin. Of the other 
three cases, one was reported to have a positive Aschheim- 
Zondek test, but it seems that a routine anterior pituitary 
gonadotrophin assay was confused with a pregnancy test. One 
had a positive Friedman test with a dysgerminoma of one 
ovary, but a Friedman test on the same patient was negative 
four years later when a dysgerminoma of the other ovary 
developed, thus casting doubt on the validity of the positive 
Friedman test; and one case had a positive Friedman test. 

While the other three references cited by Herbsman were 
correctly quoted, they do not prove his point. 1. Geist 
(Ovarian Tumors, New York, Paul B. Hoeber, Inc., 1942, 
p. 290) reports anterior pituitary gonadotrophin from a dys- 
germinoma. 2. Barzilai (Atlas of Ovarian Tumors, New 
York, Grune and Stratton, Inc., 1943, p. 93) reported that 
positive Aschheim-Zondek tests could be obtained in dys- 
germinoma cases, but she has no references, evidence, or ex- 
perimental work to prove her statement valid. 3. Burge (Am. 
J. Obst. & Gynec. 57:1014, 1949) reported two cases of dys- 
germinoma with positive pregnancy test, but since no details 
are given the validity of the tests is in doubt. 

Pregnancy test reports are frequently incorrect because of 
the use of inadequate and improper techniques and because 
indispensable precautions are ignored, such as isolation of 
rabbits in solitary confinement for 30 days before use, size of 
animal used, and conditions of the test. The Frank-Berman 
pregnancy test is used to diagnose pregnancy, the presence of 
retained fragments of placenta or chorionic tissue, hydati- 
form mole, and choriocarcinoma in males as well as females 
(Frank, R. T., and Berman, R. L.: Am. J. Obst. & Gynec. 
42:492, 1951; Berman, R. L.: ibid. 64:440, 1952). These func- 
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tions are the only ones of any valid pregnancy test. While , 
few positive pregnancy test reports in dysgerminoma case; 
have appeared, investigation casts doubt as to the validity oj 
the reports. 


Rose L. Berman, B.A. 
134 W. 58th St., New York 19. 


CONCENTRATION OF A SPECIMEN OF SEMEN 


To THE Epiror:—!I should like to take issue with a statemen 
in the answer to the query “Concentration of a Specimen oj 
Semen” in THE JouRNAL, Aug. 21, 1954, page 1547. It is ay 
oversimplification of an extremely complicated problem to 
state that “after all, only one healthy spermatozoon is needed 
for successful impregnation.” While it is true that the actugl 
fertilization is accomplished by only one cell, direct obser. 
vation of egg fertilization in animals (and there is no reason 
to feel that human fertilization is strikingly different) shows 
that several hundred spermatozoa attach themselves to the 
periphery of the ovum and one of them finally succeeds, by 
mechanical, enzymatic, or other means, in entering the 
interior. Our knowledge of the fertilizing ability of a given 
semen sample is extremely scanty; we can describe objective 
findings such as count, motility, anatomic appearance of 
spermatozoa, and “abnormal” spermatozoa, but to my knowl. 
edge we have no proof that a spermatozoon that looks ana- 
tomically normal and is motile to an accepted “normal” 
standard necessarily has fertilizing power. We can only asso- 
ciate certain objective, chiefly visual, spermatozoal character. 
istics with known fertility through experience with larg 
numbers of fertile males. We know nothing of the individual 
spermatozoon’s fertilizing ability. We do not even know 
whether a “normal” cell necessarily is the one that fertilizes 
the ovum. I have observed many pregnancies in which the 
husband’s semen fell far below the “normal” criteria and 
there was no reason to question the paternity. A whole new 
investigative approach is necessary to set up criteria of fer- 
tilizing power of a specific semen sample; it is probable that 
anatomic investigation alone has been pretty well worked 
over. This is the reason one cannot simply state that “only 
one spermatozoon is needed”: the very fact that a semen 
specimen is grossly deficient in count indicates a serious under- 
lying lack of fertilizing ability. Semen, in my experience, is 
not defective in only one anatomic attribute. The presence 
of a low count, severe anatomic abnormalities, and poor 
liquefication, for example, indicates that the entire semen- 
producing mechanism is defective. One does not encounter 
a semen specimen from a fertile person that has serious ab- 
normalities and normal constituents intermingled. If a semen 
specimen is good, all the objective findings usually are good. 
Conversely, if there is a low count it is probably accompanied 
by significant numbers of anatomically abnormal cells. Lastly, 
I use a homely example for patients: it takes only one pilot 
with one bomb to hit a target deep in enemy territory, but it 
takes a whole squadron of planes to get him there. 


David Rosenbloom, M.D. 
6010 Wilshire Blvd., Los Angeles 36. 


To THE Epitor:—IJn the Aug. 21, 1954, issue of THE JouRNAL, 
page 1547, the answer to the problem of concentration of 4 
specimen of semen is indeed misleading. No special appe- 
ratus is needed for the freezing and preservation of human 
spermatozoa. My associates and I have reported in the litera- 
ture that dry ice in an ordinary wooden box will provide ade- 
quate freezing temperatures for human spermatozoa. Glycerin 
must be added to the semen prior to freezing to obtain good 
survival, In our opinion the safest way to concentrate speci- 
mens is not by centrifugation. Cooling several specimens 10 
icebox temperature, 4 C, and removal of the supernatant fluid 
will provide a concentrated sample. Cooling immobilizes the 
spermatozoa, and rewarming to room temperature does not 
result in the loss of any appreciable number of live 
spermatozoa. R. G. Bunge, M.D. 

State University of lowa 
University Hospitals 
Department of Urology 
Iowa City, lowa. 
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